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Abstract 
The purpose of this process improvement project was to implement a test of change 
within a healthcare team utilizing applied improvisational exercises (AIEs), and to lay 
the groundwork for more effective inter- and intra-professional communication.  
Literature review: AIEs have been shown to facilitate individual participant 
communication strengths through a process of un-learning certain common behavioral 
habits, and learning new habits that assist in creating and expanding closed-loop 
communication. Such un-learning and learning enriches the participant’s awareness of 
the environment and encourages participant adaptability through positive group 
interactions.  
Method: An all-day AIE seminar/workshop was conducted with members of two 
healthcare teams that work closely together. The course included exercises to enhance 
situational awareness of non-verbal communication, listening skills, ability to establish 
trust in a new environment, spontaneity, ability to accept new information, memory, 
willingness to contribute ideas, self-confidence in group interactions, and creative 
problem solving.  
Results: Attendee’s post-seminar surveys showed solid enthusiasm for the AIE-based 
learning process.  
Conclusion: Teams that train with AIEs are able to facilitate bridging the inter- and intra-
professional healthcare communication gap and improve patient safety and satisfaction. 
Keywords: applied improvisational exercises, medical improv, complex adaptive 
systems, interprofessional communication, communication skills, teambuilding. 
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Improv to Improve Interprofessional Communication, Team Building, 
Patient Safety and Patient Satisfaction 
“It may seem a strange principle to enunciate as the very first requirement in a hospital 
that it should do the sick no harm. It is quite necessary, nevertheless, to lay down such a 
principle.”  Florence Nightingale (1863) 
Chapter 1  
Introduction 
Problem Statement 
More people die from mistakes made in hospitals by healthcare personnel each 
year, than from highway accidents, breast cancer, or AIDS, according to the Institute of 
Medicine (IOM, 2001).  Although statistical data varies, the IOM and The Joint 
Commission (TJC, 2002) report that the root cause is clear: communication error ranks as 
the second most frequent contributor to so-called never events.  These include: operative 
and post-operative complications, unintended retention of foreign objects, wrong-site, 
wrong-patient, or wrong-procedure incidents. Communication error is still cited as the 
number one cause of delay in treatment (Institute of Medicine, 2001; TJC, 2007; TJC, 
2012; TJC, 2013).  The Joint Commission, an independent watchdog over healthcare, 
launched their National Patient Safety Goals (NPSG) in 2002 and annually since then. 
Included on that original list was the goal “to improve the effectiveness of 
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communication among caregivers” (para. 2), which they defined as including oral, 
written and internet communications.  
Background and Significance of the Study 
In 2008, TJC delivered a Sentinel Event Alert publication (TJC, 2008) titled, 
Behaviors That Undermine a Culture of Safety.  The report revolves around “intimidating 
and disruptive behaviors in health care organizations” (para. 3).  It outlines perceived root 
causes of these behaviors, their related revised requirements for accreditation, and a list 
of 11 suggested action steps for organizations to catalyze change in this regard.  The 
report was written because the characteristics that were unearthed in their investigations 
of sentinel events, i.e., the problem of intimidation/disruption, and professionals keeping 
silent about this phenomena, overarches all types of healthcare organizations, 
independent of organization size, place, or specialty.  
Albeit a noble aspiration, TJC’s attempt to impose and/or codify behavior, even 
among those with otherwise altruistic professional goals, has been difficult to enforce.  
TJC is a private entity that invites healthcare organizations (HCOs) to submit details of 
their sentinel events voluntarily (TJC, 2006). As such, the data collection cannot begin to 
be complete, and unreported variables may be outstanding.  According to TJC (2013), 
despite their 2008 report, predictably and regrettably, the problem of 
intimidation/disruption and silence-keeping in healthcare hierarchies persists.  
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This lateral violence exists between physicians to nurses, nurses to nurses, 
physicians to physicians, etc., throughout any/all healthcare hierarchies (TJC, 2008), as 
well as in the non-healthcare business world. Newberg and Waldman (2012) note that the 
problem of negative thinking that produces intimidation/disruption and silence-keeping is 
a human problem, but change that is possible.  
In terms of nursing professionals, Argyris (1994) (as cited in Maxfield, D., 
Grenny, J., McMillan, R., Patterson, K., & Switzler, A., 2005) suggest that there are two 
sorts of behaviors that cause nurses to keep silent instead of speaking out to professional 
colleagues who practice intimidation and/or disruptive behaviors: (a) their own mistakes 
and (b) undiscussables.  Argyris defines the rationale for the first reason as self-
protection, and the second as a fear of recrimination or embarrassment. There have been 
numerous behavioral studies in organizational development, including many other 
industries, which concur with this assertion (Walrath, Dang & Nyberg, 2012).  
The current tide of organizational and clinical knowledge of this problem has 
resulted in several attempts at bridging the communication gap within the healthcare 
industry.  Aside from the aforementioned TJC’s report (TJC, 2008), programs from other 
disciplines (Assertiveness Training™, Crew Resource Management, TeamSTEPPS™), 
have been utilized, each of which includes a series of scripted dialogues to advance 
closed-loop communication. In addition, some experts tout similar positive results by 
application of controlled breathing techniques and meditation (Mayo Clinic, 2014; 
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Simpson & Mapel, 2012).  Each of these processes attempts to lessen inter-professional 
friction.   
No doubt, all of the above mentioned tools have had a positive impact in terms of 
the epistemological commitment to lessen the chance of miscommunication and error 
within inter-professional healthcare teams. However, the hierarchical culture of 
healthcare remains. Such a culture works to stifle, choke, and extinguish communication. 
Based on TJC updated NPSGs every year since 2002, these modalities have had limited 
measureable outcomes, in terms of enhanced IPC, decreased sentinel events, 
teambuilding, patient safety, and patient satisfaction (see Appendix A).  
Project Questions 
The concerned healthcare professional should consider this and ask why, 
according to the TJC (2013), miscommunication in healthcare is still a problem? 
This author asked: Does a process exist where healthcare teams can learn to build better 
professional (and personal) relationships, in order to lessen disruptive behaviors and 
incivility?  Does a process exist, which teaches communication strategies that are 
unscripted, spontaneous, adaptable, effective, and fun?  Happily, many educators believe 
the answer to the question is, yes.  The answer lies within the arts; specifically, theatre 
arts. 
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Evolution of culture change utilizing theatre. 
In his Poetics, Aristotle (400 B.C./1961) spoke of theatre’s motivational 
relationship to culture change, and the playwright’s responsibility to communicate 
change worthy ideas. Aristotle felt that the individual (i.e., the hero) needed to change in 
order to conform to society, not that the society needed to be changed.  For Aristotle, the 
individual’s change was a process to strengthen the status quo, which he perceived as the 
civil, peacekeeping sector of the populous, and theatre was, at it’s best, a vehicle to 
achieve harmonious results.  
In the 20th century, Baol (1969/1993) introduced the applied theatre model, and 
argued that theatre can be a form of educational and social reorganization, to benefit 
oppressed groups of people, so that society could be changed.  The long-range goal of 
such applied theatrical performances is to give voice to some disparate group and/or shed 
light upon some perceived cultural, political, or other inequity, and bring about some sort 
of change to the status quo.   
Applied theatre performances are collaborations between trained theatre artists 
and other community partners, who band together for a specific performance goal within 
their community (Cohen-Cruz, 2005).  Applied theatre’s collaborative plays germinate 
from the process of improvisational exercises. The performance pieces that evolve into 
scripted plays from these exercises work to nurture relationships between the amateur 
actors and the audience as a social-political communication tool to facilitate change.  The 
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entertainment value of the performances, both educational and inspirational, are often 
utilized as fundraising organ for some pre-determined altruistic goal within the 
community; this serves a dual purpose, to unite various sub-groups within the local 
culture, and promote acceptance outside it. 
Definition of terms. 
When used outside of theatre, e.g., in business or personal growth, this modality now has 
the common moniker, applied improvisational exercises (Applied Improvisational 
Network, 2013).  The overarching goal of AIEs to instigate change remains, only on a 
smaller scale, and within the culture of an organization, or for personal growth.   
Intended Improvement 
This author’s many years in clinical practice as a nurse, and in theatre as an 
actor/director, have provided what I believe to be sufficient training, experience and 
education to recognize that this process (albeit largely unexplored within healthcare) is an 
appropriate process tool to facilitate inter- and intra-professional communication. 
The rationale for this project is based upon the author’s intention to share the benefit of 
her theatrical training and experience with members of the healthcare community.  
This test of change attempted to answer the question: To what extent can AIEs 
help healthcare professionals to build self-confidence and better teams?  The assumption 
was that if healthcare communication/teamwork can be improved, patient safety and 
patient satisfaction will follow. 
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The AIM statement was: Participants’ perceived inter- and/or intra-professional 
communication will improve between the team members of the NICU/PICN units at 
LPCH, after a one-day AIE seminar, and they will be equipped to begin to use the AIE 
lessons learned immediately thereafter.  Participants should be able to recognize 
significant improvement in communication objectives, in terms expressed on a 1-4 Likert 
scale of “3-4” as in “mostly agree, to agree.” 
Chapter 2                                                                                                                    
Review of Selected Literature and Research  
Over the past two years, in order to understand the complexities of healthcare 
interprofessional miscommunication, this author began a study for a better understanding 
of the larger subject of communication with an examination of the nature of 
communication from a physiological and sociological point of view.  The reading began 
with research about aspects of how the brain processes information and memory, from 
the field of neuroscience, including studies within neurolinguistics, to how we best learn, 
from the field of cognitive science.  Readings were also included from behavioral 
science; especially how stress, human factors, and complex adaptive systems influence 
the change process.  Finally, ethnographic studies on cultural adaptations to societal 
expectations, organizational development, applied theatre studies, and improvisation in 
the arts was also researched. 
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Search Strategy 
Several topic-specific literature reviews were completed with keywords such as: 
communication science, neuroscience and communication, neurolinguistics and 
communication, cognitive learning, stress and communication, positivity science, 
miscommunication, interprofessional healthcare communication, interprofessional 
education, human factors analysis, complex adaptive systems and miscommunication, 
sentinel events and communication error, applied improvisational exercises, 
interprofessional communication, teambuilding, improvisation, and their Boolean 
combinations.  
The author searched: The Cochrane Register of Controlled Trials (CENTRAL), 
the Database of Abstracts of Reviews and effects (DARE), the ACP Journal Club, 
National Guidelines Clearinghouse, Cochrane Methodology Register, ProQuest 
Dissertations and Theses, MedLIne, Pub Med, PsycINFO,® FUSION, Ovid, and 
CINAHL databases, using subheadings (MeSHs), plus government databases for meta-
analyses, or systemic reviews on the subject and additional free terms. There were none 
extant. 
Hand searching, Internet searching, and attention to the grey literature was given, 
in an attempt to perform as thorough a search possible in peer-reviewed publications, and 
reports in the unpublished literature that have been judged for academic quality (Melnyk, 
2011). 
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Inclusion and Exclusion Criteria 
  Articles and reviews from the past 10 years, from all disciplines, printed in 
English, were included in the search. Large sections of classic, definitive studies cited 
within the selected articles were also read. Abstracts of more than 800 articles were 
considered and over 200 articles were read with keywords (as mentioned above) that 
deal, in general, with neuroscience and behavioral science elements of communication.  
The keyword, improvisation in FUSION database, between the years 2007-2013, 
of peer-reviewed articles, resulted in 27,929 entries. The keywords, applied 
improvisational exercises and/or medical improv (i.e., theatrical), in CINAHL, from 
2000 – 2013, returned 1, 842 peer-reviewed articles, and in FUSION the same keywords 
returned 33, 483 articles Upon closer inspection, the majority of these concerned 
improvisation in jazz (music and/or dance), and elementary classroom education.  
Abstracts relating to medical* and improvisation, of the remaining pool of 132 articles 
and reviews were read, and four main works were selected to help answer the noted 
PICOTS question. No articles were accessed that dealt with interprofessional healthcare 
education. 
Article Evaluation Criteria 
 The Qualitative Data Appraisal tool from Melnyk and Fineout-Overholt (Melnyk 
& Finecut-Overholt, 2011) was used to critically evaluate qualitative articles for validity 
of participant selection, outcomes significance, and transferability and application to 
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nursing practice. When selecting reviews, validity was discerned based on search 
strategy, assessment of individual studies, consistency of results, effect size and/or level 
of statistical significance, and generalizability of results to nursing practice. Finally, the 
U.S. Preventive Services Task Force (AHRQ, 2007) rating for quality of evidence 
definitions of certainty (low, moderate, or high), were applied to all selected works.  
In some cases, the certainty grade was determined as low, because the information 
was not specific to healthcare professions, or the study used a small number of 
participants.  However, despite a low Task Force rating, one dissertation, and three 
articles, were included in this paper because of a paucity of evidence on the subject (i.e., 
improvisation training in healthcare), and because each work contained at least one 
theoretical concept deemed transferable to healthcare practitioners, including the 
professional nurse. 
Psychology of the Problem 
Research in the various fields that add to understanding of human communication 
shows that as people increase their independent capacity to communicate on a level 
playing field, they achieve greater agency (Weigler, 2011).  In his dissertation 
surrounding the process of communication that causes aesthetic arrest (aka, an Aha! 
moment), Weigler defines agency as the ability to give voice to a particular person or 
group.  His key point, that an audience (in this case, the learner) must suspend 
preconceived notions in order to enjoy the surprise of new discovery, is important for 
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healthcare professionals.  Indeed, it is particularly important for nurses, who comprise the 
most numerous of all the healthcare professions (Bureau of Labor Statistics, 2014), and 
who often complain they have no voice in the hierarchy (TJC, 2008).  (Note: Per the 2014 
Department of Labor statistics report, there were more than three million registered U.S. 
nurses in 2013, compared to 878,194 physicians, in 2010 (Young, et al., 2012). The 
obvious implication is that it is imperative for nurses to have access to communication 
tools/processes to achieve greater agency.  
Digging further, in order to understand and describe patterns of effective 
communication, this author read widely on the study of miscommunication.  Key articles 
included Gong, Zhu, Li, Turley, and Zhang’s (2006) and Mischel and Shoda (1995) 
studies on the ontology of miscommunication.  
Gong et al. summarize that miscommunication is not limited to the time, location, 
particpants, message, and media of the events to inform listener understanding, but upon 
many other subtle and sometime conflicting perceptions. These perceptions vary from 
person to person, and may include non-verbal information, including facial experessions, 
perceived authority of the speaker, and comfort-level of the listener. Mischel and Shoda 
(1995) used the ontology of miscommunication to inform the study of cognitive affective 
processes that have been pivotal to development of Simulation Learning (SL). They 
conclude with the observation that education departments within healthcare organizations 
(HCO) and institutions of higher learning have begun to embrace this proven technology, 
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which builds on Bloom’s revised taxonomy of learning  domains (Anderson & 
Krathwohl, 2001)(see Appendix B, also theoretical and conceptual models).  
This author was pleased and surprised to find scholarly literature on the act of 
listening. The importance of listening must be considered when discussing 
miscomunication and how to remedy it.  The research is sparse concerning the subjective 
concept(s) of listening and how it applies to miscommunicaiton in healthcare.  Questions 
arise as to what it means to listen in context of different cultures? Many factors determine 
the focus of the listener, including objectives, purpose, climate, interactivity, status, 
power,conversational rules, and speaker characteristics. Personal characteristcs brought 
to the act of listening include: knowledge, ability, memory, and motivation.  
A study was accessed with healthcare professional participants (n=158, 
physicians, nurses, and healthcare adminitrators) that sought to determine which activities 
each perceives as similar or identical to listening, and their relative importance (Davis, 
Thomspn, Foley, Bond, & DeWitt, 2008). The results showed that on the individual 
(micro) level, concepts of listening determine the quality and the quantity of processing 
resources available for and allocated to listening. The study asked professionals to rank 
the importance of listening in these categories: organizing information, relationship 
building, critical listening, learning & integrating information. The unexpected results 
showed that administrators scored consistetly higher in all categories. Nurses also scored 
consistently higher than physicians, but it was a statistically insignificant difference.  
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Understanding the importance of listening in healthcare leads to the next question: What 
can cause us to lose focus and/or just not listen? 
Physiology of the Problem 
In the very first study of stress and neuroscience, Cannon (1929) found a 
connection between emotional stress and physiology.  This early experimental work 
showed that stimuli associated with emotional arousal led to changes in physiological 
processes. The sympathetic fight/flight symptoms of self-consciousness include: 
sweating, restlessness, deep breathing, rapid pulse, inability to concentrate on the action 
in the scene, memory loss, trouble listening and engaging with others, and lack of skill 
adapting to unforeseen circumstances (Hall, 2010). 
In this century, Lupien, McKewen, Gunnar and Heim’s systemic review (2009) of 
neuroscience studies related to stress, reveals the complex mosaic of mental processes 
that participate in human memory and cognition.  Studies that use fMRIs show that the 
adrenal glands, in response to perceived threat, whether a real life-threatening threat, or 
perceived threat as small (in terms of a lifespan) as a personal embarrassment, stimulate 
the release of sympathetic nervous system hormones, cortisol, norepinephrine and 
epinephrine.  The effect of stress hormones on neurotransmission causes an interruption 
of communication between the corpus collosum and the cingulate gyrus, which directs 
the limbic system.  The result is temporary halt of memory and cognition (the deer in the 
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headlights, or performance anxiety phenomenon).  Surprisingly, a mere frown may 
trigger a release of such hormones in response to perceived fearful stimuli.     
The opposite is also true.  A smile at ten feet away causes a release of dopamine 
on neurotransmission (Csikszentmihalyi, 1997), which stimulates subsequent endocrine 
release of dopamine, relaxin and serotonin, i.e., the happy hormones to the learning and 
memory center in the limbic system.  This infusion of endorphins allows optimal learning 
conditions.  According to research by Anderson, and Krathwohl (2001), who built on 
Bloom’s Taxonomy and the study of cognitive learning behaviors, only relaxed, non-
judgmental, playful conditions stimulate optimal learning and memory functions.  
Csikszentmihalyi has spent a lifetime studying this process of attention to detail, in a safe 
environment, as a means to experiencing contentment in life. He calls this flow, also 
known as the ability to be in the moment (Johnstone, 1994); it’s hallmark focus is the 
ability to listen well. AIEs encourage focused listening and attention to detail, in a safe 
environment, which helps learners assimilate the lessons. 
Extant Communication Solutions in Healthcare 
Most of the articles on communication in healthcare cite first the 2001 IOM report 
regarding miscommunication in relation to sentinel events in healthcare.  Since then, 
some helpful programs have been adopted from other risk-adverse industries, such as 
aviation’s Crew Resource Management (CRM) model (Helmreich, Merritt, & Wilhelm, 
1999), which exists to mitigate, trap, and avoid error among teams and between 
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individuals.  Helmreich and colleagues note a similarity between pilots’ and physicians’ 
attitude of autonomy, and resistance to change, as a major roadblock to the inculcation of 
CRM outside the classroom.  
Building on the CRM model, the literature names several healthcare specific 
interventions, which seek to improve communication in healthcare, including Team 
briefings (DeFontes & Surbida, 2004), SBAR (Marshall, Harrison & Flanagan, 2009), 
Surgical Safety Checklists (Haynes, Weiser, Berry, et al., 2009), TeamSTEPPS™ 
(Weaver, Rosen, DiazGranadoa, et al., 2010), and Simulation Learning (SL)(Gaba, 
2004). 
Weaver and colleagues describe the inception of the TeamSTEPPS™ model and 
how it can effectively meld the research and success of teambriefings, SBAR, surgical 
checklists, SL plus specific new language for use in emergency patient care and/or 
worrisome situations. The concept of scripted dialogue (e.g., CUS, for “I’m concerned, I 
don’t understand, this is a safety issue”) has application value in many actual healthcare 
scenarios. Therefore, SL and TeamSTEPPS™ articles were accessed.   
The SL studies, including Clancy, Effken, and Pesut (2008), mention SL methods 
(both computer generated and participatory), have been used to:  
• Shorten patient delivery processes,  
• demonstrate how social networks in healthcare work to strengthen or weaken an 
organization,  
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• learn how leaders who look at data and ask deeper questions may find patterns, 
useful to understand and prevent mistakes before they happen, 
• learn how information technology might use data to predict patient acuity, 
• and based on the findings, to form algorithms for staffing.  
DeBourgh and Prion (2011) demonstrated that SL, focused on patient safety, helped 
build knowledge, skills, confidence, and has capability for reducing the potential for risk 
and harm.  Siassakos, et al. (2010) observed teams in training who were racing the clock 
to implement a standard of practice intervention in an OB simulation. Interestingly, teams 
performed more quickly when the closed-loop form of communication (i.e., task clearly 
and loudly delegated, accepted, executed, and completion acknowledged) was dropped, 
and an open-loop personal directive using a team member name, or lightly touching, and 
looking directly at the face, was employed. This fact addresses the need for some 
scripting in emergent situtations in risk-averse professions, like healthcare, and hints at 
the need for heightened study of the human factor in healthcare SL. 
According to Gaba, et al. (2004) and Kolbe et al., (2013), the most successful SL 
environments are those in which specific scenarios are scripted and rehearsed, so 
participants understand what they must do, where, when, with what tools, and what 
words to use in an emergency.   
Savoldelli, Naik, Hamstra, and Morgan (2005) also studied perceived barriers to 
interprofessional healthcare SL. In that study, physician participants listed the top 
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deterrents to SL as time pressure and a general lack of willingness to actively engage in 
simulation, based on fear of embarrassment.  
According to TJC (TJC, 2002 – 2012) despite the gains from all the previously 
mentioned techniques utilized, the healthcare industry has realized limited measurable 
success, in terms of sentinel events. Additional measures are clearly needed to help 
bridge the communication gap, as healthcare teams are formed with members who often 
have never met, but must quickly join to perform complex tasks.  
AIE research. 
The sort of improvisation training referred to in this paper originated with Viola 
Spolin (Spolin, 1963/1983), a teacher who designed educational games for theatre 
students with the goals of decreasing performance anxiety, by building confidence, trust, 
and collaboration in their onstage performances.  She noticed the role that anxiety played 
in her student’s ability to perform onstage; even the best-prepared students showed 
symptoms of performance anxiety when they performed in front of an audience, no 
matter how small a group.   
Spolin noted these symptoms emerged in students, despite their efforts to 
concentrate and control their emotions.  She recognized that first, in order to help 
students relax and concentrate, she would need to help them overcome the fear of failure.  
She facilitated the theatre games with students by creating an atmosphere of 
nonjudgmental acceptance and safety.  Spolin observed that after the exercises, students 
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showed less fear, and exhibited freedom to take risks and potentially fail when they 
reacted to an action onstage.  In addition, student ability to recall lines and blocking 
improved.  Furthermore, students showed an increased spontaneity and ability to 
problem-solve instantaneously. 
Since that time, improvisational games have been used frequently within artistic 
disciplines and corporate business worlds, to encourage these same skills.   
It is interesting that improvisation-based training is rarely evidenced in the healthcare 
literature, although the process is not new.  This author could find only three peer-
reviewed articles, and one journal opinion-piece that record improvisation training used 
in healthcare, and none was conducted within nursing.  (Note: this author’s upcoming 
article on AIE will be in May 20, 2014 edition of the journal, Creative Nursing, (20) 2.)   
 The grey literature provides little insight, but one website tells that clinicians of a 
Kaiser Medical Group outpatient organization, based in northern California, have found 
AIE training useful (Bay Area Theatre Sports), and another hosts conversations with 
evidence from various business sectors, called the Applied Improvisational Network 
(AIN).  Within the AIN website, a special interest group, Medical Improv, exists.  Lively 
interprofessional discussions take place about the interest in improvisational skills, 
mainly within medical schools. 
Hoffman, Utley and Ciccarone’s opinion-piece (2008) speaks of AIE success with 
medical students.  Shochet and colleagues (2013), and Watson (2011) also extoll the 
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virtues of improvisational training with medical students, while Boesen and colleagues 
(2009) worked with pharmacy students. They each used a slightly different program of 
AIEs to facilitate communication and teambuilding.  (Note:The focus of this DNP project 
includes licensed healthcare professionals, but no articles were found with licensed, inter-
professional participants. Nevertheless, it will be shown that parallel outocmes may 
exist.) 
In their opinion piece, Hoffman, et al., echoed the same sentiments as in all three 
articles and studies: they developed the course to improve student’s communication skills 
with methods that are both effective and fun (p. 537).  They had been utilizing SL with 
standardized patients prior the idea of AIEs surfaced, and they complained that not only 
were the outcomes with standardized patients widely variable, in terms of students’ 
perception of teaching success, but the program was quite expensive.  Meanwhile, two 
medical students trained in AIEs volunteered to lead a quarter-long elective for first year 
med students with three themes:  
• How do we best portray ourselves?   
• How do we perceive others?   
• How can we improve interpersonal interactions?  
Their weekly sessions included AIEs that coached specific skills, including quick 
thinking, learning about social status, telling stories, and team building.  They note that 
story-building exercises helped students connect the information gathered in interviews 
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with patients.  Students felt relaxed and open to learning because the AIEs are not 
specifically focused on clinical situations.  Instead, the AIE vocabulary and structure 
afforded them a natural framework for applying the communication skills to real life 
clinical practice situations later. 
Both Shochet and colleagues’ (2013) study at Johns Hopkins University School of 
Medicine (JHUSM), and Watson’s (2011) mixed method study at Northwestern 
University Feinberg School of Medicine (NUFSM) offered elective AIE communication 
seminars to first and second-year medical students.  All courses included a limit of 20 
medical/pharmaceutical students per class, who each attended four two-hour sessions at 
JHUSM, and five two-hour sessions at NUFSM, of AIE workshops.  
Boesen and colleagues (2009) offered their University of Arizona College of 
Pharmacy (UACP) students 12 one-hour sessions in the Interviewing and Counseling 
clinical communications course as a precursor to SL sessions, which instructors evaluated 
based on behavioral criteria.  All of these schools offered the AIE classes each term, 
consistently for two years.   
Shochet et al. built their classes upon Kern’s six-step approach to curriculum 
development (Kern & Thomas, as cited in Shochet et al., 2013).  Watson and Boesen 
built classes based on the clinical practice communication objectives of NUFSM and 
UACP, respectively.  The premise for all these studies was that there exists a gap in 
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interview-skills training, and that AIEs would adequately supplement their present 
curriculum.  In it, they introduced improv principles and included AIEs.   
In Shochet and colleagues’ study, only 71% of all students (n=38) completed the 
post-curriculum surveys, but 81% rated their enjoyment as tremendous (p.120).  Most 
(85%) of the respondents agreed the course was very much or tremendously relevant to 
patient care (p.120).  In Watson’s study, (n=87) of the students 88 % who completed the 
post-curriculum surveys, 92% said the class helped them become a better team 
member/collaborator, and 100% of these said they would recommend the course to other 
medical students (p. 1823).  Boesen et al. student responses (n=83) to the exit survey 
item, “improv training did improve my communication skills” (p.7) included 90% who 
agreed. 
Both Shochet et al. and Watson explained why AIEs are a more efficacious tool than 
SL to teach interviewing skills, even with standardized patients (a comment on a 
technique that was weaved into the earlier Boesen study).  Both conclude that although 
SL is quite helpful regards repetitive practice to improve a clinician’s practical skills, and 
that debriefing may enlighten weaknesses and strengths for self-assessment (by way of 
behavioral checklists), there remains one skill that SL does not adequately address.  That 
is, how to best “function and adapt within the interpersonal communicative space 
…created by the learner and patient“ (Shochet et al., p.120).  They argue that the present 
methods of teaching communication skills to med students using SL may very well 
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produce “rigid and stereotyped” responses (p. 120), whereas the basis of AIEs depend 
upon listening, and responding spontaneously.  
After the first session, students of both the Shochet and Watson studies spoke with 
instructors and identified areas on their perceived weak points.  To match student 
concerns, instructors chose AIEs targeted on mindfulness, active listening, 
comprehension, agreement, acceptance, and articulating ideas clearly.  Part of the mid-
course assignment for both of the med school studies (not graded or evaluated) asked 
students to compose a narrative of how their improv training might inform their future 
practice.  Students shared these testimonials in class; each expressed that the AIE 
techniques contained valuable learning that “heightened their awareness about mindful 
practice” (Shochet et al., p. 122).  A common thread in student essays was that this kind 
of communication training, otherwise non-existent in the regular med school curriculum, 
allowed for creative experiences that were simultaneously useful for clinical practice and 
fun.  The students said AIEs assisted them to develop more confidence in their 
professional roles, a greater ability to intuitively respond to surprises that arise in patient 
care, and a greater acceptance of patients.   
Boesen and colleagues’ students included a few exceptions to the positive comments.  
The authors concluded that perhaps the limited time given (one hour) to AIEs was a 
predictable negative variable.  Participants suggested instructors allow more time for 
AIEs in subsequent studies.  
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Overall, we can see from these three studies that the goals and practices of AIEs align 
perfectly with hermeneutical studies, which outline the ways in which human beings 
learn (Gong, et al., 2006; Corsum,Young, McManus & Erdem, 2006).  Specific 
advantages mentioned were in the areas of learner connection, confrontation, and 
heightened collaboration.  The disadvantage of these studies, in terms of internal validity, 
is that they were measured by participant perception of having learned a skill.  
An argument might be made that elements of improvisation exist within planned 
simulation scenarios, because all groups function and communicate slightly differently at 
any given time. Given this characteristic of simulation learning with planned scenarios in 
healthcare, the literature reflects methods to measure quantitatively the skills 
accomplished. Less precise are the qualitative results, per the eyes of the researcher, 
whether the individuals worked as a cohesive team. Future studies might include a team-
behavior rating system based on skills as well as iterative rating scales for observed 
collarboration, effective confrontation, and connection.  
Theoretical and Conceptual Frameworks 
Several theories and concepts apply to the process of communication and AIEs 
for use with healthcare personnel, including Complex Adaptive Systems (CAS), 
Kahneman’s human factor concept, Friere’s oppression theory, and Rogers’s diffusion of 
innovation theory (see Appendix C). 
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           The theory of Complex Systems (CS), and (CAS) provides opportunities for 
assimilation to inter- and intra-professional healthcare communication, and AIEs.  
Characteristics of CASs are that these systems learn and adapt to change over time 
(Clancy, Effken & Pesut, 2008).  An example is the human body, which adapts and 
changes based on internal and external fluctuations, and regulates blood pressure, 
temperature, etc.  The authors point out that organizations have the capacity to become 
CASs if rigid hierarchical structure can be replaced by more malleable quasi-networked 
reporting.  When this change takes place, departmental barriers can be broken down, 
dialogue and brainstorming can occur, and the organization can adapt positively to a 
culture that encourages patient safety.  AIEs employ a process of communication that 
allows for transformation of hierarchies by teaching learners how to adapt to any given 
situation. 
Kahneman’s human factor concept of high communication load (Kahneman, 
1973) is also applicable to healthcare communication and AIEs.  Kahneman includes 
studies in various risk-adverse environments, particularly aviation, that demonstrates how 
stress and fatigue affect judgment, communication and performance.  High 
communication load, defined as the combination of time pressure, workload stress, 
distractions, interruptions, differences in training, social-cultural differences, fatigue, and 
degree of professional experience, directly affects one’s ability to process information 
(Bruinsma, 2011; Loft, Sanderson, Neal, & Mooij, 2007) and can lead to 
  
 
IPC 
  
 
25 
miscommunication, error, and sentinel events. AIEs teach how to listen, connect, and 
spontaneously react to information that can be helpful to keep lines of communication 
open during the times of high stress and fatigue. 
In a review of theoretical research on human cognition, Bloom’s revised 
Taxonomy of Learning Domains (Anderson & Krathwohl, 2001) asserted that the 
cognitive learning process is limited or enhanced depending on the pedagogy/andragogy 
employed.  Clinical research has demonstrated that static lectures produce short-term 
learning outcomes, compared to higher knowledge acquisition and longer retention with 
an interactive learning model that uses visual, aural, and kinesthetic presentations. 
Friere’s seminal work, Pedagogy of the Oppressed (1967) informs a basic 
psychological theory that also applies to nurses, who so often feel marginalized in HCO 
hierarchies (Amcom Software, 2013; Argryis, 1994).  Friere addresses problems in his 
native Brazilian religious educational system that nurses commonly face within the 
culture of interprofessional education and communication.  He states that because the 
educational culture of that time was rigid, students functioned as oppressed people.  He 
points out that students were only allowed to sit, listen to lectures, memorize answers, 
and never question anything.  Friere calls this banking of ideas, and gives the image of 
depositing information into a person’s brain-bank.  (One might also call it, read and 
regurgitate, death by Power Point, or teaching to the NCLEX.) The opposite of brain 
banking would be Socratic method of teaching, where instructors guide students to think 
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critically through questions that stimulate creative thinking.  AIEs are designed to 
accomplish this task of encouraging critical and creative thought. 
In addition Rogers’s diffusion of innovation theory is useful to help sculpt 
expectations for the AIE project process. Rogers posits that in order to complete a real 
and lasting behavioral change, participants must travel through several degrees of change.  
He names the steps: knowledge, persuasion, decision (accept or reject), implementation, 
and confirmation (see Appendix D).  This theory is applicable to the question that AIEs 
help answer: How may we inspire nurses (and other healthcare personnel) to rethink their 
communication styles and effect a lasting change?  Rogers emphasizes that peers often 
maintain lasting change through the application of the change, and it’s acceptance by 
others. The principle is that change comes with altered thinking, and that emotional 
support and repetition of behaviors is necessary to make new habits.  AIEs are founded 
on such principles. 
These broad theories address the kind of learning AIEs provide, which can be 
easily translatable to the healthcare environment (see Appendix E).  
According to Spolin (1963/1983), Johnstone (1994), and Gee and Gee (2011), 
AIEs also address the conceptual work necessary to create lasting change.  Spolin’s 
original theatre games created a safe environment for experimentation and strong group 
interaction.  Through creation of a comfortable and playful atmosphere, the AIE process 
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encourages change behaviors that lead to less fear of embarrassment for speaking out, 
increased self-confidence, and overall more effective closed-loop communication 
Chapter 3                                                                                                                
Methodology 
Local Problem and Population 
 As previously shown, a looming problem in many HCOs is miscommunication.  
The question for my local study was: Which hospital would give me access to one or 
more of their teams and allow me to train them in communication using AIEs? 
The non-profit Lucille Packard Children’s Hospital (LPCH) came to mind. The 
advantage to selection of this site was practical, as my Committee Chair, Dr. Amy 
Nichols, held a post as Director of the Center for Nursing Excellence (CNE) there, and 
was able to grant easy access to key leaders within a relatively short timespan.  Equally 
important, this author has many years clinical experience as a neonatal nurse, the LPCH 
facility houses a large tertiary NICU center, and has ancillary NICU units.  Since nurses 
of the same specialty have a common lexicon, I was encouraged; we understand each 
other. 
LPCH and associated medical clinics belong to the Stanford Medical Center, 
located in the San Francisco Bay Peninsula area, in the western region of the United 
States.  This prestigious institution is world-renown for research and innovation.  
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The general professional population of the institution includes roughly 1100 
registered nurses, and 350 medical doctors. The specific population of the NICU includes 
160 full time NICU/PICN nurses.  
The challenges of this organization at the time of initial contact with key leaders, 
in the spring of 2013, included a possible nurses’ union strike (Moore, 2013), 
administrative re-structuring, new equipment training, and training in preparation of an 
on-boarding of a new computer software system to connect all departments, per the 
federal mandate (personal communication, A. Nichols, March 13, 2013).  Considering 
these challenges, which coincidentally overlapped timeframes and impacted every LPCH 
employee, patient, and family member, threats of increased interprofessional 
miscommunication and possibility of errors were numerous, and unacceptable to all.  
The nature and severity of the combined threats was multifactorial: Threat of a 
nurses’ strike would mean clinical managers and agency nurses would temporarily take 
on the striking nurses assignments, which would create greater potential for 
miscommunication and error.  Administrative re-structuring had begun in the midst of 
nurse-strike threats, as newer leadership forecast a leaner workforce, which also caused a 
ripple effect of stress to employees.  Mandatory new equipment training and computer 
training caused various staff to be absent, so units often ran short-staffed, or nurses 
worked long overtime shifts.  Since research shows that fatigue and associated 
hypoglycemia is another indicator for miscommunication and other errors in risk-averse 
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industries, like healthcare, these multifactorial threats were no small matter (Rosekind, 
2013; THJ, 2013).  
The combination threat to patient care by use of temporary staff unaccustomed to 
the existing system, disgruntled workers who faced possible reduced pay from strike 
action and/or personal job-loss, and overtired, hypoglycemic temporary staff, created a 
combination of events that might easily lead to staff miscommunication, errors of all 
sorts, patient endangerment, and patient dissatisfaction; it was predictable.  Indeed, if 
LPCH were a small country, the leadership would be preparing for an armed invasion. 
Instrumentation 
After a few weeks of back and forth emails, it was clear that with their present 
institutional challenges, the managers of the NICU and PICN were very busy.  In spite of 
the lure of better interprofessional communication outcomes, they had little time to help 
launch a new process improvement project; it took weeks to book a preliminary one-hour 
meeting. 
My first informational meeting with the two assigned managers of the NICU and 
PICN lasted 50 minutes (see Appendix F).  Prior the assigned time, one of the managers 
arrived several minutes early.  We immediately exchanged personal history that 
connected us by way of mutual acquaintances and interests.  In terms of building 
relationships and communicating, this introductory time was key to establishing trust and 
a good working relationship.  The other manager arrived ten minutes late and her first 
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question was, “How long will this meeting take, and what do I have to do?” (N.Vierhaus, 
personal communication, April 29,2013).  I understood these questions highlighted the 
stress of increased work responsibilities on management.  
We completed the initial meeting agenda in the allotted 50 minutes.  I had 
emailed the agenda, so we addressed items/concerns, and discussed questions.  The 
project proposal was vetted and problems within each unit were discussed, in terms of 
communication and teambuilding, and staff resistance to change.  On a positive note, 
each manager had been in her leadership position for several years, and was qualified to 
assist the creation of a SWOT analysis for the units (see Appendix G).   
We discussed action items, including the written goals/objectives for the seminar.  
I assigned tasks, and we decided upon a timeline.  At the end of the meeting, despite the 
extra work involved in assisting me in this project, both managers agreed they would 
welcome the help to instill better inter- and intra-professional communication among 
staff (N.Vierhaus & L. Ikuta, personal communication, April 29, 2013).  According to the 
managers, the nature and severity of the problem was serious.  They felt that inter- and 
intra-professional communication was strained already and the stress increased on a daily 
basis, thanks to so many changes scheduled so close together or simultaneously. They 
agreed that the intrapersonal communication amongst nurses of the two units was, 
historically, strained.  
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They suggested that the main problem at this time was incivility amongst the 
nursing staff, that relations between NICU/PICN staff and the pharmacists, respiratory 
therapists, and clinical laboratory scientists might be improved, and that one particular 
shift seemed to have more complaints than the other two shifts.  All these complaints 
made the current situation unacceptable.  They prophesied the interprofessional 
communication would be worse later on in the year, in September, when the pilot AIE 
project would take place.  The bulk of their complaints emanated from the lower-acuity 
PICN units, who complained that the higher-acuity NICU nurses often gave report with 
distain in their voice or negative facial expressions.  Nurses felt this was disingenuous to 
their position as equals, unwarranted by any behaviors, and insulting.  The managers also 
mentioned the physician interns would be rotating out just prior the scheduled AIE 
seminar, which would be another communication nightmare, as the RNs prepared to 
orient and teach them. From this conversation, I created the Gap Analysis (see Appendix 
H).  
In terms of a gap analysis, since the problem was multifactorial, the current state 
of miscommunication in the NICU/PICN units was difficult to assess.  There was some 
disagreement about the source of miscommunication between the managers.  As a result, 
we brainstormed and identified some basic questions and behaviors. The questions were,  
1. “What are we doing now that we should stop doing?” and  
2. What do we need to do that we are not now doing? 
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It was interesting to note that the list of negative behaviors rolled easily off the 
manager’s tongues, whereas the positive behaviors list took twice as much time to 
concoct. This phenomenon is noted in the research about positivity (Csikszentmihalyi, 
1997; Maxwell, 2010) compard to negativity and it’s effect on our personal and 
professional lives. The first list represents what behaviors were foremost on their minds.  
I made mention of the impact of carrying a degree of negative feelings around at work, 
and how that is a habit that becomes a vicious cycle, which is difficult to break. It’s many 
effects are sustained physically, of which the nurses were keenly aware, and admittedly 
ignoring, just to get through the day. They were eager to hear more about how AIE helps 
participants focus on positive awareness of the world around them. 
The managers gave their constructive criticism of the mock-up project flier, and I 
noted the suggestions as action-items I should have completed within the next week (see 
Appendix I for completed flier).  We also discussed how to book the room at the CNE, 
the questions around the offer of CEUs, budget, provision of am/pm snacks and lunches, 
and requisite comfortable attire for the experience.  We decided that participants would 
be responsible to provide their own lunches, and I would inquire with Dr. Nichols about 
the budget for coffee, water, and snacks.  We discussed how to disseminate the fliers and 
stimulate interest in the AIE seminar day. The managers suggested I attend the Nursing 
Unit Council meetings as a guest speaker, which I agreed to do.  Then we looked at the 
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calendar to check the speaking dates.  We discussed pre- and post- surveys, including the 
number of questions, and how to match the questions to the objectives. 
We agreed that our next communications would be via email, and the next time we 
would meet in person would be on a day of meetings, when I would address the two 
NICU/PICN leadership groups. Dr. Nichols’ administrative secretary would assist in the 
online publication of data, and pre-and post- surveys #1 and #2.  The pre-survey would 
be automatically sent to participants as soon as they finished course registration. The 
post- survey#1 would be sent the day after the course, while the post- surveys #3 and #4 
would be sent three and six months later. (See Appendix J for the Responsibility 
Communication Matrix and timeline we developed for this project.) 
Improv to Improve Team Building is a process improvement project that I could have 
structured many ways to fit the client requirements.  I explained that the sessions could 
last for an hour, 90 minutes, a day, two days, or a week, and how to design a facilitation 
plan for shorter meetings. During the discussion that followed, the managers chose the 
full-day workshop as the most appropriate.  Because of the need for close supervision 
during the AIE process, the group would be limited to 20 participants. We brainstormed 
on methods to engage the medical staff, respiratory therapy staff, medical social workers, 
parent advocates, and whoever else might be a part of the inter-professional unit culture. 
I explained to the managers the goals, why I believed AIEs would be helpful, and the 
objectives, in terms of specific outcomes, for the microcosm (their units) and in the 
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mesocosm (their HCO). During the daylong AIE communication workshop, participants 
would learn methods to collaborate, confront, and connect with others.  Expected 
outcomes included enriched communication skills and teambuilding, and, I projected, a 
resultant decreased number of healthcare errors when at least 10% of the team attended 
the daylong seminar, after six months time.  
I referred to Rogers’s diffusion of innovation theory (Rogers, 1962/2003), and 
explained that use of improv to increase teambuilding skill was an idea used for several 
decades in the arts. AIEs have also been used in business since the mid-1990’s. The idea 
has only lately been applied to healthcare, so we are either innovators or laggards, 
depending upon one’s point of view. 
The process improvement project PICOTS questions included: 
• “Within the interprofessional healthcare population, can an effective 
communication skills and teambuilding process improvement product using AIE 
be produced within six months (by September 2013)?”   
• “In terms of communication and teambuilding, will participants who attend the 
AIE seminar agree that the experience is worthwhile and enables them to utilize 
their newly learned skills?” 
• “Will the pilot project be easily replicable and able to be utilized by healthcare 
organizations of various sizes and numbers of employees?” 
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Towards the end of the meeting, the managers inquired what experience I brought to 
the work, and why I began this project? These were anticipated questions, rightly brought 
forward in a spirit of scholarly inquisitiveness that deserved an answer, however 
personal. I explained that the idea for this project had been ruminating in mind since the 
mid-90’s, when I first began learning, then performing, theatrical improvisation (aka: 
improv) on a regular basis.  One evening after a performance by the company I helped 
found (The Barely Insane Players), a gentleman approached and asked if we could teach 
his engineers about spontaneity, and adaptability.  That was the beginning of my improv-
facilitation career.  Since then, I sought, and failed, to gain administrative approval to 
teach improv to various groups within the community hospital where I worked.  Then, 
four years ago, during my introduction to Simulation training, I met Dr. K.T Waxman, 
who encouraged me to think about ways to adapt AIEs to Simulation Learning (SL).   
That query led to one of the central premises of this paper: that since AIEs can be easily 
adapted to learner needs, AIEs are well suited to be used as a prequel to SL, in order to 
lessen performance anxiety and create a safe atmosphere for learning. However, this 
project required a more focused immersion into AIEs, in order to help move the LPCH 
NICU/PICN culture from knowledge to persuasion, to a decision to accept and 
implement the process as helpful (Rogers, 1962/2003).  
Since the research in healthcare (Boesen et al., 2009; Shochet et al.,2013;Watson, 
2012) shows that when participants experience AIEs, they typically report that the 
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training helped increase their listening skills, as well as their self-esteem, I offered those 
as two more outcome goals.   
Ethical Concerns 
The project prospectus was reviewed by both Stanford and the University of San 
Francisco Office(s) for the Protection of Research Subjects and deemed not to require 
Institutional Review Board approval (see Appendix S). 
No personal or demographic information was included in the participant 
applications.  Upon initial acceptance of the invitation, participants indicated their 
institutional email address and professional license type only.  Participants were assured 
that information in the pre- and post- surveys, including free-hand comments, would be 
tallied anonymously, and that personal information would be kept anonymous through 
the SurveyMonkey.com software.  
Participants were warned that the seminar involved mild physical activity and that 
any personal physical mobility limitations may make it difficult to participate in some 
exercises, and that they did so at their own risk of well being.  
Six continuing educational units (CEUs) for Registered Nurses, Respiratory Therapists, 
Occupational Therapists, Speech Therapists, were offered to participants, plus one 
educational leave day was allowed, per the healthcare institution. 
The author and facilitator of the seminar had no conflict of interest, received no monies 
or gifts in-kind or grants for leading this seminar.  
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Setting  
 There were physical elements of the LPCH care environment that the managers 
identified as likely to influence the success of the AIE change management project.  They 
felt the communication problem between NICU/PICN units was due, in part, to the 
physical separation that an older building imposed upon the units, which comprised two 
floors of nurseries, in several separate smaller rooms (each housed ~ 8-10 patients), and a 
separate room for the extracorporeal membrane oxygenation (ECMO) cases.  The 
structure is dark in many places, although in the center hall, an atrium provides sunlight 
and greenery.  However, most NICU/PICN nurses work away from the main entry hall in 
nursery rooms with no windows.   
Noise is another issue in this atmosphere. Kahneman (1973) researched the effect 
of noise on subjects’ sleep, and work habits. In his seminal work on sensory perception, 
he coined the term, sensory overload. Lipowski (1975) wrote that constant aural battering 
adds sensory overload to internalized stress and noise fatigue.  His research showed a 
correlation between sensory overload and irritability, which Kahneman theorized, could 
cause communication error. Within the multi-patient rooms at LPCH, the cardio-
respiratory and pulse oximeter alarms beep and squawk continually; sensory overload is a 
fact of life for the patients, who are young (neonates) and resilient. However, the adult 
workforce must attempt to ignore it best they can, and deal with the resultant 
physical/mental stress. 
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Florence Nightingale (1863), who wrote that patients and staff need to enjoy 
quiet, along with sun and fresh air in order to encourage healthfulness, would agree that 
most of the small nurseries at this facility are not conducive to good mental health.  
Managers Vierhaus and Ikuda stated that often, handoffs between the ECMO nurses to 
the regular NICU staff, and the NICU staff to the PICN staff, were strained (personal 
communication, April 29, 2014).  (Note: They also stated they did not recall evidence of 
blatant doctor-nurse incivility, but both admitted they were not on the floor often enough 
to know for certain.)    
 Another factor that added to miscommunication was the number of nurses and 
patients.  Because LPCH is one of two tertiary NICU centers in northern California, 
patients come from a 300-mile radius, sometimes further, for care.  This means they have 
a large staff of full and part time nursing staff employed to care for the babies.  Nurses 
who seldom work with each other and who see each other infrequently may have no 
personal relationship with nurses in the other codependent units. This adds another 
variable to the problem.  
 Other negative habits and traditions at LPCH involve the staff lounge, also called 
the break room.  There are two such rooms; one for the NICU and one for the PICN. 
Both rooms are small.  The PICN lounge, especially, is so extremely small as to be the 
opposite of conducive to a pleasant or relaxing meal.  The small size of the room sends an 
unwritten message to staff that they are undervalued, especially when compared to the 
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larger, plush, physician lounges.  This silent status play enhances the hierarchical nature 
of the embedded culture, and can lead to employee cynicism and reluctance to change, 
when employees feel undervalued and unappreciated (Csikszentmihalyi, 1997). 
 LPCH is a Magnet Designated hospital, and as such, has a process in place to 
allow staff nurses a voice.  The Unit Council meetings help to disseminate information 
and act as a sounding board for systemic change problems.  In that regard, the 
NICU/PICN staff is involved in the change process.  The history of employees embracing 
change within this organization was fairly positive, depending upon whom I asked to 
describe it.   
Planning the Intervention 
  The purpose of the AIE project was to provide a process to improve 
communication within inter- and intra-professional healthcare teams.  Based on feedback 
from the managers, I chose a daylong workshop/seminar format as a vehicle to introduce 
AIEs to the NICU/PICN team, whose clinical managers self-reported the team’s history 
of miscommunication, distrust, and general bickering.  Specific examples given of this 
were the PICN nurses’ complaints to management that the NICU nurses would 
sometimes speak with condescending tone to the PICN nurses if/when they asked 
clarifying questions.  The PICN nurses also accused the NICU nurses of eye rolling and 
other uncomplimentary non-verbal communications, especially while giving report.   
Other accusations included, some Respiratory Therapists failed to include the nurses in 
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their plan of care for patients; some Speech Therapists and/or Physical Therapists would 
schedule therapies without checking in with the nurses; that certain Neonatologists would 
either not communicate when they wrote a new order, or would mention it two hours later 
as though the nurse were clairvoyant and somehow knew the order existed, then speak 
sharply to the nurse for not complying with a written order; that the MDs would complete 
walking rounds without making eye contact with the nurse caring for the patient and/or 
without ever asking for nurse input, which created a culture climate of dissatisfied co-
workers.   
 While the managers believed the staff of the NICU and PICN understood 
themselves to be a part of the overall LPCH perinatal team, a sense of belonging and 
acceptance conducive to positive communication was lacking.  The parent volunteers 
(aka: parent advocates) were admittedly a part of the overall team, and would be included 
in the invitation to participate in the workshop. The NICU/PICN managers mentioned 
there were sometimes awkward and/or unpleasant communications with parents and/or 
parent volunteer teams, as well.  
I explained to the managers, that Improv to Improve Teambuilding is unique 
among communications programs for healthcare.  They listened to my intended 
improvements and agreed that if AIEs would assist nurses to learn how to effectively 
(and civilly) speak up when they have a problem, instead of gossiping about it after the 
fact, even that one behavioral change would be a helpful improvement to staff morale.  
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I introduced several other positive expected outcomes of AIE training, which I 
would enumerate in the course objectives.  They included: positive group interactions, 
including ability to establish trust in a new environment, increased spontaneity, creativity, 
teambuilding, adaptability, listening, awareness, accepting offers, contributing ideas, 
enhanced memory, and becoming aware of non-verbal communication (Lobman, 2005; 
Vera & Crossan, 2005). These skills are transferable to real-world team forming-
norming-storming-performing in the healthcare business setting (Weinstein, 2006), I also 
projected a resultant decreased number of healthcare errors when at least 10% of the team 
attended the daylong seminar, after six months time.  
This was the AIM Statement I offered: Perceived interprofessional and/or 
collegial communication will improve between the team members of the NICU/PICN 
units at LPCH, after one all-day AIE seminar for the participants, who will be equipped 
to begin to use the AIE lessons learned immediately thereafter.  Participants should be 
able to recognize significant improvement in communication objectives, in terms 
expressed on a 1-4 Likert scale of “3-4” as in “partially agree, to agree.” 
According to the managers, all of the greater perinatal team of staff and parents 
regularly engaged in the activity of daily walking rounds, but they were not all walking at 
the same time.  This was explained as the character of the activity, that the medical team 
walks from patient bed to patient bed and persons involved with that case would arrive 
and depart according to which patient was being discussed at the time.  Some margin for 
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miscommunication was noted with parents and echoed by the parent volunteer support 
person, as physicians spoke rapidly and used many abbreviated medical terms.  The 
guarded body language I observed with the physicians served to lockout the nurses 
colleagues, i.e., the MDs were in the middle of a small circle, and the nurse stepped aside 
and waited at another bedside. 
 Regarding the leadership needs of the perinatal department, the two clinical 
managers mentioned they had each been employed there for several years prior stepping 
into leadership positions.  They cited this as a strong point for continuity within their 
departments, and mentioned the opposite was true for nursing administration.  The fact 
that administration on the corporate ladder above them had more frequent turnover, 
created a disconnect sometimes within the ranks, because there was little opportunity for 
personal relationship building with administrators. The result was most evident when 
managers were asked to enforce an unpopular new policy; staff expressed to managers 
they felt unheard and undervalued by administration; managers felt caught in the middle.  
They said some staff expressed concern that the original system values, in place when 
LPCH was not so large an organization, have disappeared.  
I developed a preliminary Gannt-style Timeline plan (see Appendix K) prior 
acceptance of the project at LPCH. I based the first iteration upon my expectation that in 
order to achieve stakeholder engagement, I would need to begin to interview leaders in 
the Risk Management (RM) and Quality Improvement (QI) departments, to gauge the 
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general interest in an IPC project.  I expected that once interest was affirmed, a survey 
questionnaire would be produced to determine the key drivers of the IPC strategic 
initiative.  I would have liked to know specific data regarding number of sentinel and 
near-miss events, RCA of those events, and total costs associated with each event (e.g., 
legal fees, settlements, etc.).  These data would be helpful to quantify future results, and 
measure return on investment (ROI) after the project was completed, in Cycle One (see 
Appendix L for Cost/Benefit analysis). Cycle Two of the plan would take place after 10% 
of the team had attended the first training.  
 Qualitative fact gathering (e.g., focus groups, individual interviews at each 
hierarchical level) would add to the picture of where the organization needed help and 
why.  The purpose would be to uncover information that might have been omitted from 
state/federal survey data, and fashion realistic and relevant project goals.  
However, because I received direct access to the NICU/PICN managers, my 
initial strategy for the larger organizational needs-based analysis was circumnavigated. 
Those meetings would have provided an opportunity for unbiased feedback to the 
corporate stakeholders, on issues relating to personal involvement, staffing, etc., from 
focus group members who spoke from the cover of anonymity.  I would have also 
generated a list of strengths and opportunities for organizational growth that would have 
included a model of LPCH’s move forward after a perceived/possible microsystem or 
macrosystem failure (Shepherd, Patzelt & Wolfe, 2011).  The scorecard or dashboard 
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analysis that I would have generated would have assisted the stakeholders to appreciate 
the value of this IPC program.  The next time I begin this kind of project, I will strive to 
complete this preliminary work.  
In terms of cost-benefit analysis, my plan for Cycle One was to train 10% of the 
team, wait three and six months time (determined by stakeholders as appropriate), and re-
survey the participants. With that data in hand, stakeholders would have a means to 
decide return on investment (ROI).  
Cycle Two, when the remaining 90% of employees would be trained in AIE, 
could commence as soon as the stakeholders met, recognized the ROI, and released 
resources for further training. (Conceivably, stakeholders might want to re-negotiate 
terms to train another segment of the team before committing to a 100% training budget.) 
Anticipated outcomes were that all involved would appreciate the usefulness of the 
learning, and enjoy the AIE seminar.  I was expected to lead it, since I have the years of 
improv experience both as a performer and as a facilitator, and have had success by 
training actors and non-actors in AIEs. 
The CNE contained classrooms that would facilitate the seminar project.  The 
rooms available were not optimal for the range of physicality of AIEs.  However, I have 
taught improv in many sub-optimal locations with good results, so the one available room 
was booked for the one day agreed upon by the managers and myself.  
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Implementation 
 In order to communicate with the LPCH staff about the upcoming AIE seminar 
pilot project, I was granted assistance from the CNE administrative staff.  Those services 
were key to updating and disseminating the communiqués regarding the event. 
After the NICU/PICN managers gave me optimal meeting days/time, and I verified space 
availability with the staff person in charge of this, I completed the bulk of actual seminar 
planning.  Although I obtained many clues as to the face of the local problem from the 
managers, since I was the sole instigator and facilitator of the workshop, it was 
unavoidable that most of the implementation was done by myself. 
Close to the time of the actual seminar, corporate decision-makers dropped the 
position of CNE Department Chair, so my inside advocate was lost.  The interim 
manager, who was now responsible for more than one department, was very busy and 
dismissed my request for funds for morning and afternoon snacks.  In keeping with my 
desire to create a safe, friendly atmosphere for learning, I chose to bear the financial 
responsibility of purchasing and preparing the snacks myself.  (Participants were 
prepared to provide their own lunches.) 
The morning of the seminar, the administrative assistant who had been so helpful 
was present to provide me with last minute necessities.  These included large poster 
papers and markers, since the room request for a white board or some sort of teaching 
supplies had been overlooked. 
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One of the managers arrived quite early and helped me set up the room with 
brightly colored tablecloths, etc.  When the participants arrived, they were very surprised 
and pleased to find coffee, tea, muffins, etc.  This small favor broke the ice, and 
participants who did not know each other began casual conversation. 
By the time the seminar concluded, nearly everyone stayed to help clean up and 
discuss her feelings about what had happened the workshop.  There were no pre-assigned 
roles; I believe their desire to help welled-up out of hearts full of thanks for a great day of 
fun learning.  (This was reflected in many of the post-survey comments.) 
Data collection 
I chose the self-selected pre- and post- surveys as the instruments to assess how 
effectively the seminar intervention was received and implemented by participants. The 
managers of the NICU/PICN assisted planning goals, objectives, and survey questions 
based on the perceived communication needs of the team. I honed the questions based on 
my research of other qualitative evaluation surveys, especially the one used by Katie 
Watson, M.D. at NUFSM (Watson, 2011).  Each question was reflective of one or more 
of the target behaviors reflected in the seminar.  My surveys consisted of Likert style 
questions, rated 1-4, 4 being the highest score.  (Note: Watson used a five-point scale.  I 
chose a four-point scale, in order to eliminate unspecific middle responses.) 
I designed the pre-survey (See Appendix M) with the intent to uncover participant 
self-perception of communication skill.  I was concerned about factors that would pre-
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determine effectiveness of the seminar, as in a participant’s desire to merely spend a 
pleasant day with peers to earn six CEUs, as opposed to self-assessed need for more 
communication training.  Such a motive might mean the participant had not actually 
moved from knowledge to persuasion stage (Rogers 1962/2003), and might not yield the 
best results, in terms of decision to accept, implementation and confirmation stages. I 
also wondered how many learners felt they already knew a great deal about how to 
effectively communicate. Based upon the known climate of miscommunication within 
the units, I was surprised that the participants rated themselves so highly. I also included 
three questions based upon the managers’ suggestions of perceived unit environment and 
team satisfaction. 
With this beginning AIE seminar, my primary object was to introduce participants 
to the basics of improv, to inform them of a new process of communication that could 
positively change their thinking process, in both their personal and professional lives.  I 
also aspired to a secondary outcome; that the AIE process would help reformulate 
participant attitudes about each one’s personal accountability to better listen and 
communicate.  In short, I hoped to give tools to change their attitudes from blaming 
others to changing themselves. 
I created the surveys on Survey Monkey (https://surveymonkey.com), which 
returns and analyzes data simply and anonymously, for free.  This service assures data 
quality (e.g., was unhampered).  The group had elements of both homogeneity and 
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heterogeneity because the eight participants who finished the workshop were all female, 
all nurses (homogenous), yet they worked in three different hospitals, and consisted of 
three managers, and five staff nurses (heterogeneous).  Thus, the homogeneity of the 
group strengthens the internal validity by reducing the self-selection threat.  Conversely, 
the heterogeneity of the group strengthens the external validity and makes the outcomes 
more generalizable, based on replicating other experiments previously mentioned, with 
different participants, using modified procedures. 
With the help of the LPCH NICU/PICN managers, I created a pre-seminar SWOT 
analysis, but because of the small sample size, I have no post-seminar SWOT analysis.  It 
would be highly speculative to expect to see any quantifiable changes with a group that 
equals less than 0.05% of the total team (n of total FT NICU nurses = 160).  
I proposed that ROI will occur if/when at least 10% of the team has been trained in AIEs.  
Data Analysis 
There were no were available, accessible methods to assess dysfunction/failure 
mode event analysis (FMEA) and outcomes data before the change project (i.e., number 
of past and present sentinel events, costs involved with sentinel events and /or other 
errors with the RCA of miscommunication, including staff turnover because of perceived 
inter- or intra-professional incivility issues).  Given more AIE seminars, with more 
participants, it is likely that measures of the existing situation would be attainable. 
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The quantitative analysis of the qualitative categorical data was expressed in 
percentages from the survey (Likert scale), as measured by SurveyMonkey.com.  The 
variability I expected with implementation of the seminar was in participant’s attitudes to 
change, their belief in my ability to facilitate the exercises towards change in the seminar 
(results shown on the first post-survey in Appendix N), their willingness to be 
emotionally exposed, the willingness to give 100% focus to the work at each particular 
moment, and their attitudes of whether change could and would occur.   
The methods used to demonstrate the effects of their willingness to change, their 
willingness to accept my leadership, to be emotionally exposed and trust that no harm 
would come to them, was their ability to give 100% to the work and keep focus the whole 
day. According to participant’s exit surveys and comments (see Appendixes N,O,P), this 
goal was accomplished. 
Internal validity is a concern of such a project, and might be considered low, as 
this was a small, self-selected group (final n=8).  In defense of the project, recall that the 
group served as their own control, i.e., their experiences were measured as before/after 
the training.  The self- perceived post-surveys (see Appendices N, O, P) help attest to 
conclusion validity. 
 To evaluate the potential for external validity of this project, I compared it to 
other studies of similar populations (e.g., medical students, pharmacy students) that came 
to the same conclusions (i.e., that AIEs are effective communication tools) in similar 
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settings (see Evidence section).  According to Rogers’s theory, the generalizability of the 
results of a change project may differ with individuals or groups who remain in the 
decision making and/or implementation and confirmation stages, so the results may not 
be entirely generalizable.  
Chapter 4                                                                                                                
Findings 
Program Implementation  
 The implementation of the intervention went smoothly.  There was no evolution 
of the initial plan.  Once the problems and goals of the organizational team were known, 
the author created a seminar based on participant experience level and needs.  The 
managers encouraged participants to join the project by allowing the author to speak to 
nursing leadership, and by posting the project flyers in several locations.  They also gave 
the information packets to the RT, ST, MSW, Parent Advocates, and Neonatology 
Directors.  
Response Rate 
 Initial sign-ups equaled 12 participants. They included three managerial nurses, 
six staff RNs, a neonatologist, and two RTs. The day of the seminar, one RN and one RT 
were no-shows. (One of the participants told us these people were subsequently assigned 
to mandatory training and forgot to notify the admin.) After two hours of the seminar, the 
neonatologist and the RT asked permission to leave; the MD was called home because of 
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a sick child, and the RT explained she was unable to find a person to trade shifts with her, 
so she worked the night shift, and was unable to function any longer without sleep. Both 
expressed sincere enthusiasm for what they had experienced so far, and a desire to take 
an AIE class another time. As a result, both were eliminated from the post-surveys. 
All ten participants returned the pre-survey instruments (Appendix M). All eight 
participants wrote the first post-survey by hand at the conclusion of the seminar 
(Appendix  N ). Only one person completed the three-month survey (Appendix O), and 
six of the eight returned the six-month survey (Appendix  P).  
Demographics 
 The author failed to ask pertinent demographic questions that might have been 
useful to the study. From observation, of the final eight participants, all were women. Of 
the two participants that left early, the MD was a man, and the RT was a woman. In terms 
of ancestry, of the eight participants, all except one were Caucasian, and one was east-
Indian descent. The approximate ages of the participants varied from early 30’s to 60’s. 
The years of nursing practice also varied but were not specifically discussed. Four of the 
participants were staff/manager in NICU, two were staff/manager/coordinator in PICN, 
one was staff at an LPCH affiliate PICN facility, and one was a NICU developmental 
specialist who worked with all NICU/PICN staff. By definition, this remaining 
participant group was intra-professional, as opposed to inter-professional. 
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Outcomes 
As this process relates to communication skills, any change in actual care process 
and clinical outcomes associated would be highly speculative, unless we were able to 
follow up with behavioral evaluation checklists, etc. As stated, a six-month post-seminar 
survey was created that 75% (6 out of 8 participants) returned. The overarching results of 
the project were that participants determined the training had value and wanted more.   
  Since the AIEs presented in a beginning seminar are the basic mechanisms of a 
change process in participant’s thinking (e.g., Rogers’s knowledge to persuasion stage), 
actual changes were subtle and difficult to measure.  
The unexpected change that occurred prior the start date was that the CNE 
Administrative Director (my DNP Project Chair) left the job mid-project.  As the new 
CNE Administrative Director seemed overwhelmed and mildly uninterested in the 
project, this was not a beneficial development to the possibility of her support of future 
seminars.  
However, I take solace in the idiom that says, you cannot un-ring a bell; based on 
their comments, participants exposed to this learning were 100% ready and willing to 
learn more. 
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Chapter 5                                                                                                              
Summary, Conclusions, Discussion, and Recommendations 
Summary 
 The main goal of the seminar was to investigate the ability for participants to 
learn communication concepts that could enable inter- and intra-professional healthcare 
communication.  The objectives were to create a safe environment for personnel to 
understand, practice, and then apply AIE principles at work.  These concepts included 
exercises to hone the ability to effectively listen, to recognize and understand non-verbal 
communications (both negative and positive), to establish trusting, professional 
relationships in a short amount of time, to increase closed-loop communication with 
methods that decrease incivility, and to increase adaptability, creativity, and confidence, 
which will increase speaking up behaviors. 
A very broad search of the literature was conducted, beginning with the 
physiological evidence of how the body stores and coverts impulses into thoughts, 
memory, and emotions.  Regulation of specific hormones and how they advance or limit 
the communication process was also studied.  Next, databases were searched for evidence 
of AIEs in healthcare, with very limited results. The search led to the educational 
literature, and several articles about how elementary teachers have used AIEs to teach 
children, including those with learning disabilities.  I also looked within the business 
realm for AIEs, especially organizational development.  Only a few peer-reviewed 
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articles were found (no studies) about the use of AIEs in healthcare. Also, a few articles, 
but no studies were found from the business realm, which was a surprise, since this 
author has been personally involved with teaching AIEs to businesses in the Silicon 
Valley area since the mid-90’s.  Next, studies relating to the history of communication in 
theatre arts were read, beginning with Aristotle, up to the present with the evolution of 
AIEs as a teaching modality.  
 The key successes of the intervention were reflected on the post- survey results, 
which were without exception, tremendously in favor of this mode of learning. 
The immediate post-seminar survey results were that all participants rated the course 
highly (3’s and 4’s). Many students added positive comments, especially regarding 
course objectives, presentation, and recommendation to others, e.g.,  
“ I learned much more than my expectation.”   
“I would love to share this course with EVERYONE.  [It’s] so much fun. The day went 
very fast.”   
“Great teacher- clear, organized.”  
“Absolutely recommend this course.”   
There were no negative comments.  
Conclusions 
There existed specific barriers that added to the small sample size, which were 
unavoidable, due to personal and staff schedule conflicts with coincidental mandatory 
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training, and the setbacks related to change in leadership. The difficulties and limitations 
of measuring the implementation of this seminar centered on the small sample size (n=8).  
At the three-month post-seminar survey, (n=1) only one participant returned the 
survey.  Although the results were all positive, the survey sought to determine if the 
knowledge obtained from the seminar was maintained over the span of time. is 
considered unusable. Since only one participant returned the survey, it is considered 
unusable.  
At the six-month survey (n=6), 75% of participants returned the survey. Again, 
results were generally high (4’s).  Of that group, one person listed a few “partially agree” 
(2’s) results, which, based upon findings from previously mentioned studies (Bruinsma, 
2011; Kahneman, 1973) may indicate one or more of several explanations:  
• The participant experienced stress, and/or fatigue in the workplace, and could not 
find the time to return the survey, 
• The participant has been discouraged by other negative aspects of the workplace 
that AIEs cannot remedy (i.e., staff ratios, administrative belt-tightening, etc.), 
and felt the survey would do nothing to change the status quo, 
• The participant finds little opportunity to practice skills learned in the seminar, 
perhaps because colleagues who did not attend the seminar do not appreciate her 
attempts, 
• The participant is quite shy and needs more training, 
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• Other, undisclosed reasons. 
The question arises as to what reasons might have added to the lack of participation in 
the three-month post-seminar survey compared to the six-month survey. Possible 
explanations for low response-rate may be because the email with enclosed survey link 
went unread. However, this possibility cannot be verified, because I had no access to 
LPCH organizational email tabulations, and the Admin was too busy with other tasks to 
complete my request.  
After consultation with my committee Chair about the lack of response for the three-
month survey, the six-month survey was sent by myself, over two weeks time, with four 
reminders. No doubt this repetition was annoying to the recipients, but the effort yielded 
better results. I appealed to the group to please finish the survey if they felt the seminars 
were worthwhile or not, so that data to support conclusions over time might be obtained.  
Discussion 
A few barriers confounded the recruitment of participants and the collection of the 
survey results. This included the mandatory computer training scheduled during the week 
of the seminar, other mandatory medical device training also that week, and a leadership 
change a few weeks prior the actual seminar date.  
The mandatory hospital computer training was scheduled after the pilot program 
date was assigned, fliers were posted and the seminar room reserved. According to the 
clinical managers of the NICU/PICN, the computer and medical device training created 
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an immediate overall unit-scheduling problem, and several staff, who had originally 
expressed interest in the AIE seminar and had asked for the day off, were unable to 
attend.  
As a result of the leadership change, the Admin who had been assigned to assist 
me was largely preoccupied with a sudden change of workflow, and less available, 
especially after the seminar day.  
Loss of my confidant in leadership also impacted the budget. The new leadership 
refused to provide funds for snacks or water for this all day seminar. Based upon my 
understanding of the relationship between food to establishing a collegial environment, I 
made the decision to commit funds out of pocket (~ $60.) to provide morning coffee/tea 
continental breakfast (including sundry paper amenities, tablecloths, etc. for serving), 
water, and pm snacks.  
A personal barrier existed because my teaching schedule changed from the 
planning stage to the seminar date. I found no faculty available to trade a teaching day, so 
I felt obligated to pay a substitute clinical faculty $450- out of pocket (the usual rate) for 
the 12 hour clinical day, to finish the project on time.  
Another limitation reflects back on the beginning of the planning stages. If I had 
known that there would be a leadership change at a crucial moment, I would have 
approached other administrative stakeholders and achieve project buy-in. This step was 
bypassed because my Committee Chair was in a position to approve the project from the 
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beginning. However, it is well documented in the research within the realm of 
organizational development (Maxfield, 2005; Maxwell, 2010) that in order to effect a 
systemic change in a large group or organization, leadership and other administrative 
stakeholders must be onboard with the idea of training and practicing the newly 
implemented concepts/polices/procedures. In addition, at least 10% of the workforce, 
including all leadership, should be trained in the application of the new behaviors.  
Despite these barriers and limitations, based upon the key findings of the 
participant group, the AIE modality shows promise as a communication process tool. The 
findings were all reflective of similar studies that had been completed with larger groups 
in healthcare, over longer periods of time. 
The most important lessons learned include: I should have taken the time to 
approach the higher-order administrative stakeholders early in the planning stages. I 
would have asked their position on how to address the problem, I would have learned 
what the key stakeholders believed was true about the problem, and I would have learned 
about their interests and plans for a solution to the problem. In addition, I would have 
presented an executive summary with a menu of options of how AIEs might assist in the 
process of solving the problem, and achieved consensus on the value of such a seminar-
project. I could have explored with them the AHRQ’s (2007) Healthy People 2020 goal 
that suggests an increased proportion of the patient population would be able to report 
that their perception of the healthcare personnel with whom they interacted was that they 
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possessed satisfactory communication skills. I would have engaged in a discussion that 
showed them evidence that AIEs can be a successful process to inform positive 
communication skills, even when presented to a group with history of communication 
difficulty. 
Also, I need to learn more about psychometrics. I had used questions that (a) were 
suggested to me or (b) that had been utilized by Katie Watson (2011) at University of 
Chicago based upon the 18 principals of physician communication and patient 
engagement. The surveys lacked consistency, as the pre-survey posed several questions 
apart from perceived improv skills knowledge and previous experience, based upon 
conversations with the clinical managers (see Appendix M). One question asked about 
inter- or intra-professional bullying in the units; another asked, “At my assigned unit, we 
all get along and work as a team;” and another about perceived learning from mistakes. 
These questions did not directly refer to the AIE exercises. Instead, they were meant as a 
benchmark for the administration to justify the need for the process improvements. 
The positive outcomes included that, according to the participant’s written 
comments and informal post-survey discussions, even in the healthcare world of 
hierarchal cultural silos, trust was quickly established among the group. Participant’s 
anxiety about the risk of being wrong decreased, and ability to listen closely and be in the 
moment increased. According to the written comments and informal post-survey 
discussions (see Appendix O), participants perceived the AIEs afforded a risk-free 
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sequence from participants’ brief personal encounters with those outside their comfort-
zone.  Based upon Argryis’ seminal communication work (1994), participants might 
otherwise have suffered a fear of embarrassment, a fear of incivility or recrimination 
because of their cultural differences. The comments reflected that the stress of those fears 
was quickly abated by the positive learning experiences. According to Bloom’s revised 
taxonomy (Anderson & Krathwohl, 2001), and studeis in neuroscience (Maxfield, 2005; 
Maxwell, 2010), the lighthearted and fun atmosphere referred to so often in the 
comments replaced the fear of professional and personal embarrassment, which cleared 
the way for learning to commence. 
In this author’s opinion, the factors that contributed most importantly to the 
success of the pilot project were that the AIEs were presented in a safe environment with 
a skillful facilitator.  In order to sustain such positive participant outcomes, the facilitator 
must have extensive knowledge of how to create a safe environment for learners, AIEs, 
and debriefing techniques.  If this recommendation is not followed, participants may feel 
unsafe and compelled to perform in an untruthful way. A learner in a perceived unsafe 
environment who oversteps the boundaries of the rules of improv (see Appendix Q, the 
seminar handouts), might be harmed physically or they may internalize a variety of 
experiences in a negative light (Johnstone, 1994; Koppett, 2013; Spolin, 1963/1983). 
During the seminar wrap-up, some of the participants reflected upon changes that 
would take place, if even 10% of their team were allowed to attend a similar, daylong 
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AIE seminar.  With the assurance of anonymity, one participant stated, ”I think if I knew 
all the docs were taking improv, we could have more fun together and not always be so 
serious.”  Another participant stated,  “If 10% of our teams knew this stuff, I think we 
could tear down some of those silos that exist.  Sometimes the mood is so sour, you can 
almost taste it.”  And another added: “It’s really nice to have this class together and to get 
to know people from other LPCH-nurseries – it will make our communication easier.”  
 Based upon the pilot participation remarks, and those mentioned in the previous 
studies with pre-licensed MDs and Phar.Ds., the positive implications of AIE 
teambuilding and communication training seminars are applicable for Advanced Nursing 
Practice and/or any other segment of the healthcare professional populace. 
 (Note: For dissemination plan, see Chapter 6) 
The results from this pilot project show similar results to other AIE studies 
completed by the authors in the aforementioned healthcare related studies.  Learner 
reaction to AIEs have been positively received ever since the modality was introduced to 
educators (Spolin, 1970), with the caveat that the facilitation should be led by someone 
who has extensive practical knowledge and application of the process.   
What I found in this setting with the LPCH group of healthcare professionals, as 
opposed to my previous work with adults and children of various ages/stages, was that 
moving from the decision to the implementation stage took an extended amount of time, 
insofar as the general public seems to have a varied or absent preconceived understanding 
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of the word, improv.  The preconceived notion of many healthcare professionals I spoke 
with was that improv equates to comedy, and is hence frivolous and unworthy of study.  
Since I predicted this barrier, I put concentrated effort into the text used in the publicity 
of the seminar.  In addition, I educated the leadership groups (Nursing Unit Councils and 
clinical nurse managers) of both NICU and PICN about the project, so they would be 
equipped to answer and assure questioners that this educational modality was a 
worthwhile investment of a learner’s time.  
Another difference with the setting of my previous experience teaching AIEs was 
the mode of equating student success or failure.  When I have contracted to teach AIEs in 
the past, it was by invitation, either by a private corporation or an acting school.  In those 
cases, if learners rate their success in the course as poor, they do not return.  (Fewer 
students always equates to revenue loss, so AIE facilitators work hard to make a positive 
experience for all.)  In this case, despite small number of learners, because they 
completed several surveys, I was able to quantitatively measure their responses. 
 Because the pilot program consisted of a convenience sample of self-selected 
participants within one medical organization (however large), the findings may be non-
generalizable.  In addition, an unmeasured confounding may exist, because the 
NICU/PICN teams at two LPCH-related facilities self-selected, and it was a small sample 
size (n=8).   
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 All surveys employed self-reported data, which can be subject to social 
desirability bias, and all participants needed internet connectivity and computer access in 
order to complete the survey instruments.  One could argue that because all healthcare 
professionals must know how to utilize computers and record answers, the surveys are 
reliable and valid on those grounds.  However, it is possible that respondents with low-
computer literacy will not have answered the instrument correctly. 
 Survey respondents may also have answered the questions while thinking about 
their personal life, and not their work life, or not in context, when they completed the 
instrument(s).  Although three of the ten questions did explicitly state the question 
regarded the clinical environment, survey directions did not explicitly state, “Think about 
these questions in context of your clinical practice.”  Therefore, it is possible that 
different directions will have yielded different results.  
 It is always possible that observed gains may weaken over time, so I built in a 
three- and six-month post survey to monitor improvement.  When/if I am successful with 
further LPCH collaboration, I plan to continue to monitor and train more team members 
in the AIE process, in order to attain the best results over time. 
 Aspects of the AIE process that were dependent upon unique characteristics of the 
learners included the opportunity to practice newly learned behaviors with others.  It has 
been my experience with students, that once a participant learns the AIE process, 
thinking changes.  However, according to Roger’s theory (1962/2003), with little or no 
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support for the new behaviors, the innovation process takes much longer.  My original 
plan was to complete the pilot project with the NICU/PICN groups, and then based on 
positive feedback, train 10% of the team in six months, and show resultant evidence of 
real change in teamwork.   
 Because the hospital terminated my project champion who had the ability to 
green-light further training, the project was temporarily stalled.  At the time of this 
writing, the department managers have expressed desire to continue training, but the 
fiscal clime within the organization may not allow the expense (see Chapter VI) until a 
later date. 
 My actual observational time in the NICU/PICN units was limited to one walk-
through.  As a result, I was unable to witness the culture-in-use directly.  (Other meetings 
for the project were held at the Center for Nursing Excellence, a few miles away.) 
Therefore, I had no assumptions with which to measure the culture’s effect upon survey 
results.  I was able to informally interview the participants after the project day 
conclusion.  I asked more about their receptivity to the training.  All expressed concern 
that unless the whole, or a greater part of the team was trained, their learning would have 
little effect upon the culture-in-use.   
 During the first subsequent period of effect measurement, due to administrative 
staff’s workload and sickness, three months passed before the post survey was sent by 
email.  One participant only returned the survey instrument at that time.  After six months 
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were completed, I contacted the unit managers again, and sent out the six-month survey, 
which was the same as the three-month survey. The response rate was much better after 
several reminders were sent to participants.  
 There were perceivable failures in the change process that occurred because of the 
special local HCO hardships; other problems cloud the change process.  After six months, 
despite the elapsed time, the clinical managers expressed strong support of the AIE 
process and great interest in further AIE team seminars.  According to the immediate 
post-seminar surveys, and the six-month post surveys, despite the time lag, participants 
still judged their ability to retain the AIE lessons highly, and expressed the opinion that it 
would be personally and professionally beneficial if more of their colleagues had had the 
training. 
 The characteristics of the process created no perceivable problems for the 
participants. The seminars were reported to be fun, risk-free, and engaging, and the 
surveys could be completed online in less than 10 minutes.  The application of the 
process is more difficult to measure without another visitation to the site and speaking to 
the participants. Based on their survey comments, the participants are having a difficult 
time with the sudden changes in the organization, from top to bottom. In terms of their 
utilizing AIE skills to help bridge the existing communication gap, it is unlikely that they 
perceive too much change as a result of their learning, as they are the innovators. We 
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know from Roget’s work (1962/2003), that the disparate ideas of innovators are not 
usually appreciated until much later. 
The characteristics of the measurement process to me as the Project Leader was 
largely positive, but inconclusive, as participants are self-rating. The data shows an 
attempt to quantify categorical data. As such, it’s strength, according to experts (Melnyk, 
2011) is considered not as high as a clinical trial of empirical data. The surveys measured 
the number of responses given and the degree of agreement to highly subjective 
questions. There is a possibility, based upon Kahneman’s human factor concepts (1973), 
that the answers might have changed depending upon personal, or environmental 
variables. My reaction to the news that only one participant returned the three-month 
survey was to plan for a six-month survey, send participants reminders myself, and 
launch a search for grant funding.  
Conclusions 
 There were no differences between observed and expected outcomes; overall, 
participants indicated strong support of this learning process.  The strength of the 
evidence is apparent, despite the small sample size, in that the results (and hand-written 
comments) were so continuously and generally positive.  The only inference about 
mechanism of change in this setting is that AIEs were perceived as a fun, educational, 
motivational method of facilitating teambuilding and by extrapolation, patient safety and 
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patient satisfaction.  The unit leadership expressed awareness of the communication 
problem, and welcomed this kind of change mechanism. Now, they desire more training. 
 With so few participants in the pilot group, it is difficult to state unequivocally 
whether their team communication skills have improved, and to what extent future 
possible mistakes due to miscommunication may have been subsequently subverted.  
Root causes of error are difficult to determine because of the wide number of possible 
reporting variables, the study methodology, and the fact that error information was not 
made available.  
 After the AIE seminar conclusion, another administrative stakeholder [a friend] 
within LPCH revealed that competing commitments existed; the administration had lately 
contracted an outside source to complete TeamSTEPPS training for the whole HCO, 
beginning January 2014.  The TeamSTEPPS classes would be mandatory for all team 
members, the process would take several months, and the financial investment for the 
HCO was enormous. The inference was a confirmation that to approach the organization 
at this time with a request to further investment in AIEs would likely fail. 
 A major source of disappointment with this project was that because the new 
CNE Director was so busy with her new role, there was no organizational follow-up with 
the survey results. My plan is to reconnect with her in the future, when her schedule 
clears, and AIE grant funding is in place. Since the system-wide TeamSTEPPS training 
will have been completed by that time, that program may act as an institutional hurdle. It 
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is possible the CNE Director will need to be shown the advantages of AIE, which could 
function as a prequel to TeamSTEPPS.  
I especially would have liked to share the participant answers to questions 
numbered 6,7,8,and 9, in the pre-seminar survey, which state: 
• At my assigned unit, we all get along and work as a team. [20% disagreed) 
• At my assigned unit, there has been conflict/bullying, either inter- or intra- 
professionally [60% agreed] 
• When I make mistakes, I view it as helpful information. [20% disagreed] 
• In my workplace, if someone makes a mistake, everyone learns from it [30% 
disagreed]  
The implications of these answers is worth exploring, in terms of identifying causes 
of unrest within the team, and to make a case for AIE training, which might address 
several of these problems. Especially worrisome is the conflict/bullying question, which 
was not specifically addressed in the pilot seminar, because managers did not identify 
that as a factor on their list of most important problems. However, I did include some 
work on so-called status-play exercises, which can be very insightful for dealing with the 
problem of incivility. When status/incivility was explored out of direct context to the 
work environment, participants commented in debriefing that the parallels of art and life 
are akin to aesthetic arrest or Aha! Moments (Weigler, 2011). Such realization is the first 
step in healing old wounds and re-establishing communication. 
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Although in the past I have produced/directed independent theatrical events, this AIE 
process improvement seminar provided new insight into the roles of process operators 
within large HCOs.  Prior this experience, my role as AIE facilitator was to show up on 
time and teach, with very little administrative preparation necessary.  This project was 
completely different; I was required to meet with stakeholders and spearhead all the 
plans.  Plans included writing goals, objectives, and survey instruments, overseeing 
administrative and publicity details, physical operational details, funding for sundry 
supplies and nutrition, and budgeting time before and after the event for prep and follow-
up (all while working full time). It was also necessary for me to find a substitute for my 
other teaching job, as my schedule had changed and I was no longer free on the pre-
planned seminar day. This took considerable time and cost out-of-pocket unexpected 
extra expense of $450 to cover the cost of the substitute clinical faculty. 
 This project management experience honed my understanding of the weaknesses 
of my present business model for AIE training.  I will approach the next AIE training 
program slightly differently. Based upon what I learned about how much preparatory 
work is needed to produce a one-day seminar with minimal collaboration, even on a 
small scale, I will need to hire/have access to the services of an administrative assistant to 
help plan several seminars.  Many seminars would be necessary to train 10% of just one 
team, so I will need to also collaborate/hire other improv trainers to sustain a culture 
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change in intra- and inter-professional communication at this, or any HCO. The 
implications for future professional and staff development applications are numerous.  
Recommendations  
The interest in teaching inter-professional communication skills in this country 
has been promoted by all the healthcare watchdog agencies, e.g., IOM, AHRQ, TJC, for 
several years. It appears that despite the awareness of the problem of communication 
error in healthcare, many well-intentioned and semi-helpful programs touch the surface 
but do not touch the core of the problem.  In order to communicate well, healthcare 
professionals need to learn how to listen and how to create trusting relationships quickly 
and efficaciously.   
It is this author’s opinion that to inspire professional healthcare participants to 
change, what the healthcare world needs now is a relational process to fill the intra- and 
inter-professional healthcare communication gap.  AIE team training fills that gap, 
because improv teaches learners how to listen, how to recognize and understand 
implications of non-verbal communications, how to quickly establish a trusting 
relationship, how to complete a closed-loop communication, and how to increase 
adaptability, creativity, and confidence, which will increase speaking up behaviors.  Such 
behavior changes are possible when a capable facilitator presents AIEs in a safe, fun, 
low-risk environment.  
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 General recommendations include AIE studies with constituencies across several 
sizes and types of HCOs, both urban and rural. Across-sectional study that generates data 
over a sustained time period (i.e., many seminars) would yield more generalizable results 
and assist in convincing stakeholders of the long-term benefits of AIE.  
 Based upon the model of Boesen’s 2009 study with pharmaceutical students, a 
research study that would also produce interesting results would be a measure of learners’ 
perceived anxiety after entering the simulation environment. Boesen’s study had no 
control group. The new study would include a control group that would not receive AIE 
training, and a study group, who would receive AIE training for two hours prior the 
simulation. Boesen taught AIEs one hour prior simulations, not two, but student 
reflections conferred their opinion that one hour of AIE per week was not enough to 
solidify their knowledge and confidence of AIE skills.    
Another idea would be to collaborate with theatre arts professionals trained in 
AIEs to be facilitators. This would be an expedient method to train healthcare 
workforces, as opposed to an attempt to train healthcare professionals with little or no 
experience in AIEs.  
This author has shown survey results that report participant’s willingness to 
embrace the change process through AIEs, and begin to bridge the existing 
communication gap. Such positive feedback helps predict the need for, and success of, 
future AIE trainings with this, and other, HCOs.   
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In addition, when clients feel safe and happy, healthcare teams are happy.  When 
healthcare teams are happy, they continue working with the HCO, which leads to less 
employee turnover, increased patient safety and satisfaction, and decreased healthcare 
costs. 
Chapter 6  
Other information 
Other Relevant Factors  
The market for AIEs could include any healthcare organization (HCO) with more 
than three employees.  With a total US market of 5,783 hospital facilities (AHA, 2012), 
and approximately 36,000 medial clinics nationwide, the large number of professional 
clinical and non-clinical personnel employed in the industry is more than adequate for 
marketing success.  Also, wherever there is a college of nursing and/or allied health, the 
institution of higher learning is mandated to provide professional leadership experiences 
including (in California) up to 25% clinical time spent in simulation learning. AIEs fit 
nicely into the SL classroom as introductory exercises to cease anxiety and transition the 
learner to the creation of a safe environment in which to experiment, fail, and learn. 
According to the Harvard Review of Porter’s Five Forces Model of Competition 
(1979)(see Appendix R), the market for any new product must recognize and prepare for 
the supply and demand for the product, as well as the rivalry of existing producers, plus 
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the threat of any new entrant to the business. Pertinent information also involves what 
substitute products might be available that constitute a threat to buyer engagement?  
The San Francisco Bay area has several extant improv companies and individuals 
trained in improv that might facilitate such healthcare communication seminars.  It is a 
good practice for trained consultants with improv experience to partner with universities 
because this practice shortens the implementation time. It would be impractical to expect 
to train healthcare personnel to be insightful and effective AIE facilitators given the years 
of experience required. 
Funding 
With a minimal grant to cover cost of snacks and box lunches for participants, 
plus a modest stipend for the facilitator, Candy Campbell & Company dba, Peripatetic 
Productions, could take a position in this market and be open for the AIE transformation 
business.  Other companies offer one or other part of this kind of training, but this author 
has proven experience in both SL and improv training. At this writing, the grant funding 
process has begun to initiate variable programs of AIEs for licensed healthcare providers 
of several disciplines, in collaboration with the University of San Francisco School of 
Nursing and Health Professions (SONHP), and the University of California San 
Francisco, and LPCH as co-collaborators. Kaiser Permanente Health Systems also offers 
interprofessional simulation classes in various facilities. This author plans to also make 
contact with colleagues there and discuss a possible AIE study collaboration.  
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Appendix A 
Typical healthcare team behaviors based on RCA
 
 
	  	  	  	  	  Roll	  of	  the	  dice!	  
Unexpected	  Complication	  C	  
Problem	  B	   Situation	  A	  
Figure 1. Situation A + Problem B + Unexpected Complication C = Chance results 
Variables include fatigue, experience, skill, miscommunication, hierarchy, etc. 
lead to unpredictable results (TJC, 2007).  
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Appendix B 
Bloom’s Revised Taxonomy 
 
Figure 2. - Bloom’s revised taxonomy of human learning (Anderson & Krathwohl, 2001) 
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Appendix C 
Roger’s Diffusion of Innovation Theory 
 
Figure 3. – Based on Rogers’s diffusion of innovation theory (1962) applied to AIEs in 
IPC, with permission from Wikimedia Commons. 
With successive groups of consumers adopting any new concept/item (blue), the 
popularity/market share (yellow) will eventually reach saturation level.  
[In mathematics the S curve is known as the logistic function.] 
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Appendix D 
Roger’s Stages of Individual Change 
 
 
 
 
 
 
 
 
 
Figure 4. – Based on Rogers’s stages of individual change leading to innovation (1962) 
Implementation Confirmation 
Accept Reject 
Knowledge Persuasion Decision 
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Appendix E 
Benefits of AIEs 
 
Figure 5.  - Improv enhances capability of cognition, based on the work of  Gee & Gee 
(2011). 
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Appendix F 
Stakeholder Meeting Plan 
(1 of 2 pages) 
Yikes to YipeeTeambuilding LPCH Meeting Agenda  
 
Time allotted 
Who Candy, Amy, Linda, Nancy  
What Planning meeting  
When 3-4pm, 4-29-13  
Where LPCH Cafeteria  
Why Meet in person, Brainstorm, plan  
Facilitator/timekeeper Candy 
 
 
Meet and greet Amy absent, Nancy 10 min late 10 min. 
Basics r/t project goals Candy 
 
5 min 
PICOTS ?s Candy 
 
5 min 
Flier discussion All 5-10 min 
 Consent form discussion All 10 min. 
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Yikes to YipeeTeambuilding LPCH Meeting Agenda  
 
Time allotted 
New Action Items  Candy- Ask Amy r/t budget- snacks? ASAP 
Book room based on agreed 
poss. dates 
Candy ask Chris ASAP 
get Kelly’s phone# on flier Candy 2 days 
Registration info/sign ups Candy give text to Kelly; Kelly completes in 2 weeks;in mid 
July 
Create pre/post surveys Candy show text to Linda & Nancy for 
comments; give text to Kelly; Kelly posts 
by Sept 1 
Finish CITI course for IRB 
exemption 
Candy ASAP 
 
 
 
Rate this meeting:  
-This meeting covered the complete agenda [1-10, 10 being best for all answers] 10 
-This meeting ran on time (1-10]  10 
-This meeting included active participation from every member [1-10] 10 
-This meeting met my expectations [1-10] 10 
Suggestions for improvement: Everyone arrive on time! 
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Appendix G 
SWOT analysis 
 
 
 
 
 
 
 
Strengths:	  	  culture	  of	  ongoing	  research	  &	  education;	  	  worldclass	  tertiary	  center;	  consistent	  pt	  census	  
Weaknesses:	  	  	  Physical	  layout	  (segmented),	  >administrative	  changes	  (<communication),	  nursing	  cliques	  (<	  trust	  f	  or	  Tloats)	  
Opportunities:	  	  Work	  in	  close	  proximity	  >trust,	  administrative	  change	  =	  improved	  work	  Tlow,	  professional	  	  	  	  	  	  	  growth	  
Threats:	  	  	  	  >1	  ancillary	  site	  >	  chance	  of	  working	  with	  strangers	  
Union	  strikes,	  	  
computor	  system	  
problems,	  	  
low	  morale	  
 
Figure 6.  LPCH SWOT Analysis for NICU/PICN 
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Appendix H 
Gap Analysis 
 
 
 
 
 
 
 
  
  
Reall
ocate
 
Re$o
urces
 (for 
AIE s
emina
rs) 
Current state of 
miscommunication 
Desired state of  
IPC in foreseeable 
future 
What do we need to do that we 
are not now doing? 
• Give respect to all  
• Understand status games  
• Speak up to problems 
• Listen more 
• Say “Yes, and…”  
• Smile and laugh more 
Perfor
mance
 gap 
What are we doing now that we need to 
stop doing? 
• Disrespect peers/colleagues 
• Play status games 
• Keep silent for fear of 
recrimination 
• Do not listen to others 
• Say “No, “ or “Yes, but…” 
Figure 7. LCPH NICU/PICN Gap Analysis 
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Yikes to Yippee Team Building is unique in a sea of look-alike, bore-you-to-death communications programs for healthcare 
professionals. Improvisational exercises, have been used extensively in theatre and business domains since the early 90s as a 
tool to teach spontaneity, creativity, team building, and communication. Facilitator Candy Campbell, DNPc, MSN-HCSM, 
RN, CNL, has taught improv to all ages, to both private and corporate clients. Her experience includes more than 30 years as 
a nurse, actor, director, and speech coach.  
im
ag
in
e 
1
Take your team from 
‘Yikes’ to ‘Yippee‘        
More people die from medical 
mistakes in hospitals each year 
than from highway accidents, 
breast cancer, or AIDS, 
according to the Institute of 
Medicine (IOM, 2001). One of 
the main causes, researchers 
point out, is miscommunication 
among healthcare workers.  
What the world needs now is a 
tool to fill the knowledge gap, 
2
to facilitate the patient safety  
that effective communication 
can create amongst teams. 
Yikes to Yippee is seriously 
fun, and serious business. This 
daylong Interprofessional 
Educational (IPE) communication 
workshop features the proven adult 
education tool, applied improv. In 
it, participants learn methods to 
collaborate, confront, and connect 
with others. The result: enriched 
3
team communication, increased 
patient safety, and greater patient 
satisfactYikes to Yippee 
Room 102,  Center for Nursing 
Excellence - 4700 Bohannon Dr. 
- Menlo Park, CA  94025 
 
 
 
 
  
4
        Tear Down Walls and Build Bridges 
              
Appendix I 
 
(flier) 
An Interprofessional Team Building Seminar 
September 11, 2013, 0800 -1630 
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(Institute of Medicine, 2001)Appendix J 
Personal Responsibility Matrix 
Task Person Finish Date 
Prelim mtg agenda Candy(R) Amy (I) March 15, 2013 
Y to Y flier create Candy(R) Amy (I) Nancy 
(C)LInda(C) 
ASAP by July 31 
Post/distribute fliers Kelly/Nancy/Linda (all 
R,A) 
By August 1 
Send emails to staff Nancy, (R,A)Linda(R,A) By June 1 
Arrange for CEUs Amy (R,A) Already done 
Arrange for MEUs Amy Cathy(R,A) Not feasible in timeline 
Arrange for Candy to 
speak to leadership 
Nancy, (R,A) Linda (R,A) Done 
Create pre-post surveys Candy(R,A) Amy (I,C) 
Nancy (C) LInda(C) 
Sept 1 
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Task Person Finish Date 
IRB approval from LPCH, 
USF 
Candy(R,A) Amy (I,C) ASAP 
Plan/Lead seminar Candy(R,A) Amy (I) 9-11-13 
Buy snacks, coffee, etc. Candy (A, R) Day before/coffee day of 
Set up/clean up Candy ( A, R) 9-11-13 
Send post survey #1 Kelly (R) (Didn’t get done til 3 
weeks) 
Send post survey #2 Kelly (R) Dec 11 (3 months) 
Send post survey #3 Candy(R,A) Amy (C,I) April 3,2014 
R= Responsible, A= Accountable  C= Consulted   I= Informed 
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Appendix K 
Gannt Chart Project Timeline 
 
September	  11,	  2013	  -­‐	  Seminar	  day	  0800-­‐1630;	  pick	  up	  coffee,etc.,	  arrive	  0700	  to	  set	  up	  
September	  10,	  2013	  –	  shop	  for	  snacks;	  last	  minute	  	  changes	  to	  participant	  packets;	  check	  if	  	  pre-­‐surveys	  completed	  (reminder	  to	  those	  outstanding)	  
August	  15	  &	  September	  1	  -­‐	  Send	  out	  reminder	  emails,	  Tinish	  participant	  packets	  
August	  –	  gather	  props	  needed,	  check	  registration,	  write	  participant	  packet	  
July	  –	  Open	  enrollment;	  speak	  to	  Shared	  Nursing	  Leadership	  Teams	  to	  encourage	  participation	  
May	  &	  June	  –work	  on	  research,	  plan	  pitches,	  plan	  AIE	  seminar	  
March	  2013-­‐First	  team	  meeting	  to	  plan	  Likert	  surveys,	  Tlier	  -­‐	  ad	  campaign/	  consents	  needed/	  BRN	  paperwork-­‐	  CEUs	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Appendix L 
Cost/Benefit Analysis 
1. Estimated BUDGET 
Item Cost 
AM/PM coffee, tea, snacks     50. 
 Box lunches @ $15./each  
[18 learners, 1 facilitator, 1 admin] 
  300. 
BRN CEUs ($20 x 6 x 18) 2,160.** 
Facilitator [2000] Admin [200] 2,200. 
TOTAL 4,710.** or 2,550. 
** CEUs may be paid by sponsoring HCO 
*** This budget presumes venue is paid by USF (ie, Presidio campus) or other HCO 
 
2. BENEFITS/ROI 
If only one communication error is avoided that saves a malpractice suit from being filed, 
the HCO saves a minimum of $500,00 in legal fees, and untold [possibly irreparable] 
damages to reputation. 
If only one communication error is avoided that saves a life, how much is that worth? 
Priceless.  
(Features) Improv Builds Teams by Changing: 
∗ Fear into trust 
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∗ Worry into confidence, adaptability 
∗ Negativity into cooperation  
∗ Stress into spontaneity 
∗ Problems into creative solutions 
∗ Turn ho-hum lectures into interactive, fun learning 
Ø Quantitative results available after six months, if HCO shares pre-program safety 
report of RCA unit/HCO errors involving miscommunication, based upon at least 
training 10% of teams. 
Ø Qualitative results available immediately, based upon pre-& post-surveys that show 
learner increase in perceived skills improvement in all above areas. 
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Appendix M  
Pre-Seminar Survey 
(1 of 3 pages) 
1. I am aware of basic communication skills necessary for good team building 
Answer 
Options 
Response Percent Response Count 
a. 
disagree 
0.0% 0 
b. 
somewhat 
disagree 
0.0% 0 
c. 
partially 
agree 
50.0% 5 
d. agree 50.0% 5 
answered question 10 
2. I have a good understanding of non-verbal communication and group dynamics: 
Answer 
Options 
Response Percent Response Count 
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a. 
disagree 
0.0% 0 
b. 
somewhat 
disagree 
0.0% 0 
c. 
partially 
agree 
60.0% 6 
d. agree 40.0% 4 
answered question 10 
  3. When introduced to a new group, I feel comfortable connecting to others. 
Answer 
Options 
Response Percent Response Count 
a. 
disagree 
10.0% 1 
b. 
somewhat 
disagree 
30.0% 3 
c. 30.0% 3 
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partially 
agree 
d. agree 30.0% 3 
answered question 10 
 
4. I currently practice effective listening. 
Answer 
Options 
Response Percent Response Count 
a. 
disagree 
0.0% 0 
b. 
somewhat 
disagree 
0.0 
% 
0 
c. 
partially 
agree 
60.0% 6 
d. agree 40.0% 4 
answered question 10 
5. I can explain at least two methods to effectively listen and contribute to a conversation 
Answer Response Percent Response Count 
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Options 
a. 
disagree 
0.0% 0 
b. 
somewhat 
disagree 
0.0% 0 
c. 
partially 
agree 
40.0% 4 
d. agree 60.0% 6 
answered question 10 
6. At my assigned unit, we all get along and work as a team. 
Answer 
Options 
Response Percent Response Count 
a. 
disagree 
10.0% 1 
b. 
somewhat 
disagree 
10.0% 1 
c. 40.0% 4 
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partially 
agree 
d. agree 40.0% 4 
answered question 10 
7. At my assigned unit, there has been conflict/bullying, either inter- or intra- professionally 
Answer 
Options 
Response Percent Response Count 
a. 
disagree 
0.0% 0 
b. 
somewhat 
disagree 
40.0% 4 
c. 
partially 
agree 
60.0% 6 
d. agree 0.0% 0 
answered question 10 
8. When I make mistakes, I view it as helpful information. 
Answer 
Options 
Response Percent Response Count 
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a. 
disagree 
0.0% 0 
b. 
somewhat 
disagree 
20.0% 2 
c. 
partially 
agree 
30.0% 3 
d. agree 50.0% 5 
answered question 10 
skipped question 0 
9. In my workplace, if someone makes a mistake, everyone learns from it 
Answer 
Options 
Response Percent Response Count 
a. 
disagree 
0.0% 0 
b. 
somewhat 
disagree 
30.0% 3 
c. 50.0% 5 
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partially 
agree 
d. agree 20.0% 2 
answered question 10 
skipped question 0 
10. Whether at home or at work, I generate new ideas easily and spontaneously. 
Answer 
Options 
Response Percent Response Count 
a. 
disagree 
0.0% 0 
b. 
somewhat 
disagree 
10.0% 1 
c. 
partially 
agree 
50.0% 5 
d. agree 40.0% 4 
answered question 10 
skipped question 0 
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Appendix N 
Immediate post-seminar survey (handwritten) 
INSTRUCTOR EVALUATION- 1=Poor, 2= Fair, 3= good, 4= Excellent 
Organization 
 
Response 
% 
Response 
# 
Poor 
  Fair 
  Good 2 25% 
Excellent 6 75% 
   Subj. Mastery 
 Poor 
  Fair 
  Good 1 12% 
Excellent 7 88% 
   Communication 
 Poor 
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Fair 
  Good 
  Excellent 8 100% 
   Teaching Methods 
 Poor 
  Fair 
  Good 
  Excellent 8 100% 
   All Questions Answered 
Poor 
  Fair 
  Good 
  Excellent 8 100% 
   Interesting Presentation ? 
Poor 
  Fair 
  Good 
  Excellent 8 100% 
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Clearly Presented? 
 Poor 
  Fair 
  Good 1 12% 
Excellent 7 88% 
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Appendix  N (con’t) 
OVERALL COURSE 
 
   Adequate Time to Cover Mat'l 
Poor 
  Fair 
  Good 2 25% 
Excellent 6 75% 
   
   Info Useful for Pt Care? 
Poor 
  Fair 
  Good 2 25% 
Excellent 6 75% 
   Useful for Team Building ? 
Poor 
  Fair 
  Good 2 25% 
Excellent 6 75% 
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Objectives Met ? 
 Poor 
  Fair 
  Good 2 25% 
Excellent 6 75% 
   Increased knowledge  
 Poor 
  Fair 
  Good 3 37% 
Excellent 5 63% 
   Overall rating 
 Poor 
  Fair 
  Good 3 37% 
Excellent 5 63% 
   Recommend course? 
 Poor 
  Fair 
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Good 3 37% 
Excellent 5 63% 
Appendix  N (page 3 of 3) 
Comments:  
“'Enjoyed this class very much!” 
“You are a great teacher” 
 “I'm more sensitive to non-verbal communication now.” 
“This course was excellent." 
'I'd love to share this class with everyone.” 
“So much fun - the day went very fast!” 
"Absolutely recommend this course.' 
“This course greatly exceeded my expectation.” 
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Appendix O 
Three months post-seminar survey (page 1 of 2) 
Q1. The teacher created an atmosphere in which I could take risks. 
    Answer Options Response Percent Response Count 
disagree 0.0% 0 
 somewhat disagree 0.0% 0 
 partially agree 0.0% 0 
 agree 100.0% 1 
 Q2. I felt free to try new things in this class. 
    Answer Options Response Percent Response Count 
Disagree 0.0% 0 
 Somewhat disagree 0.0% 0 
 Partially agree 0.0% 0 
 Agree 100.0% 1 
     Q3. I felt playful and spontaneous in this class. 
    Answer Options Response Percent Response Count 
Disagree 0.0% 0 
 Somewhat disagree 0.0% 0 
 Partially agree 0.0% 0 
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Agree 100.0% 1 
 Q4. I felt supported by my classmates. 
    Answer Options Response Percent Response Count 
Disagree 0.0% 0 
 Somewhat disagree 0.0% 0 
 Partially agree 0.0% 0 
 Agree 100.0% 1 
     Q5. This class helped me become a better listener. 
    Answer Options Response Percent Response Count 
Disagree 0.0% 0 
 Somewhat disagree 0.0% 0 
 Partially agree 0.0% 0 
 Agree 100.0% 1 
 Q6. This class helped me become more observant. 
    Answer Options Response Percent Response Count 
Disagree 0.0% 0 
 Somewhat disagree 0.0% 0 
 Partially agree 0.0% 0 
 Agree 100.0% 1 
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Three months post-seminar survey (2 of 2 pages) 
 
Q7. This class helped me to be a more flexible and resourceful person. 
    Answer Options Response Percent Response Count 
Disagree 0.0% 0 
 Somewhat disagree 0.0% 0 
 Partially agree 0.0% 0 
 Agree 100.0% 1 
 Q8. This class increased my self-confidence. 
    Answer Options Response Percent Response Count 
Disagree 0.0% 0 
 Somewhat disagree 0.0% 0 
 Partially agree 100.0% 1 
 Agree 0.0% 0 
     Q9. This class increased my comfort with ambiguous situations. 
    Answer Options Response Percent Response Count 
Disagree 0.0% 0 
 Somewhat disagree 0.0% 0 
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Partially agree 100.0% 1 
 Agree 0.0% 0 
 Q10. This class helped me become a better team member/collaborator. 
    Answer Options Response Percent Response Count 
Disagree 0.0% 0 
 Somewhat disagree 0.0% 0 
 Partially agree 100.0% 1 
 Agree 0.0% 0 
 Q11. Studying improv could make me a better health care professional. 
    Answer Options Response Percent Response Count 
Disagree 0.0% 0 
 Somewhat disagree 0.0% 0 
 Partially agree 0.0% 0 
 Agree 100.0% 1 
 Q12. I would recommend this class to other health care professionals and/or health care 
students. 
    Answer Options Response Percent Response Count 
Disagree 0.0% 0 
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Somewhat disagree 0.0% 0 
 Partially agree 0.0% 0 
 Agree 100.0% 1 
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Appendix P 
Six-months post-seminar survey 
Q 1. The teacher created an atmosphere in which I could take risks. 
Disagree 0 0 
  Somewhat disagree 0 0 
  Partially  agree 1 16.67% 
  Agree 5 83.33% 
  Total 6 
        Q 2. I felt free to try new things in this class. 
Disagree 0 0 
  Somewhat disagree 0 0 
  Partially  agree 1 16.67% 
  Agree 5 83.33% 
  Total 6 
   Comment- "She acted spontaneous, and was having fun. Made others in the room want 
some of the fun"  
Q 3. I felt playful and spontaneous in this class. 
Disagree 0 0 
  Somewhat disagree 0 0 
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Partially  agree 1 16.67% 
  Agree 5 83.33% 
  Total 6 
   Comment- "We often do improve [sic] games with my 3 teens at home/on the road. The 
class felt like 'family' " 
Q 4.I felt supported by my classmates. 
 Disagree 0 0 
  Somewhat disagree 0 0 
  Partially  agree 0 0 
  Agree 6 100% 
  Total 6 
   Comments- " This was a great way to meet other employees of LPCH. I would love the 
opportunity to be with my immediate co-workers in this class."  
"I usually am the only one finding fun in meetings and feel 'odd man out'. Once the class 
got started, Chadice [sic] had us all on the same level " 
 "We all laughed a lot at ourselves and each other and felt non-judged."  
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Appendix P (page 2 of 3) 
Six-months post-seminar survey 
Q 5.This class helped me become a better listener.  
Disagree 0 0 
  Somewhat disagree 1 16.67% 
  Partially  agree 1 16.67% 
  Agree 4 66.67% 
  Total 6 
   Comments- "Once again, this is an important quality of any team and would be great for 
immediate coworkers." 
 "Not just listening to verbal, but also non verbal " 
 " I immediately felt comfortable with Candy and fast realized this was a time we could 
all be ourselves and let our personalities relax and be spontaneous."  
Q 6.This class helped me become more observant.  
Disagree 0 0 
  Somewhat disagree 0 0 
  Partially  agree 2 33.33% 
  Agree 4 66.67% 
  Total 6 
   Comment -"I always thought of myself as a good listener but this class taught me to 
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listen in a greater way." 
 ..."What color were her eyes......"  
  Q 7. This class helped me be more flexible and resourceful.  
Disagree 0 0 
  Somewhat disagree 0 0 
  Partially agree 4 66.67% 
  Agree 2 33.33% 
  Total 6 
   Comment- " It validated my sense of humor. " 
 Q 8.This class helped increase my self-confidence. 
Disagree 0 0 
  Somewhat disagree 1 16.67% 
  Partially  agree 1 16.67% 
  Agree 4 66.67% 
  Total 6 
   Comment- " When you build trust and understand others as this class helped us to do, it 
is so much easier to share your strengths. " 
Appendix P (page 3 of 3) 
Six-months post-seminar survey 
Q 9.This class helped increased my comfort with ambiguous situations. 
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Disagree 0 0 
  Somewhat disagree 0 0 
  Partially  agree 2 33.33% 
  Agree 4 66.67% 
  Total 6 
   Comment- " It's OK to be relaxed/playful in an otherwise 'no-nonsense' gathering. Helps 
ideas flow. " 
Q 10. This class helped me to communicate better within a team.  
Disagree 0 0 
  Somewhat disagree 0 0 
  Partially  agree 3 50% 
  Agree 3 50% 
  Total 6 
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Appendix Q 
[Handout packet for participants, page 1 of 6] 
 
 
 
 
 
Yikes to Yippee: Improv to Improve Teambuilding, 
Patient Safety and Patient Satisfaction 
 
 
An interprofessional communication and development educational seminar 
 
Presented as a DNP Process Improvement Project 
6 CEUs 
 
 
by Candace Campbell, DNPc, RN, CNL 
University of San Francisco 
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Appendix Q (page 2 of 6) 
Course Goals & Objectives 
This seminar (8 hrs/20 participants) will empower nurses/healthcare professionals of all 
ages and stages to improve patient safety and patient satisfaction through more effective 
communication, and stronger collaborative teams.  
Goal- Develop and sustain working relationships and partnerships with other 
professionals patients and to facilitate optimal patient outcomes. 
Objectives 
1. Demonstrate situational awareness of non-verbal communication 
2. Describe two methods to effectively listen and contribute to a conversation 
3. Explain the concept of “internal editor” as it relates to cooperation and 
spontaneity 
4. Explain the difference between brain-storming and idea normalization 
5. Discuss the ACE process and how it can support us through desired changes 
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Appendix Q (page 2 of 6) 
Timeline: 
0800 – sign in and warm up (Bring H20!) 
0830-1000 – (1.5 hr/90 min) - am session I 
1000-1015 - am break  
1030-1200 -(1.75 hr/105 min) - am session II 
12:00 – 1300 – lunch (self-hosted) 
1300-1430 - (1.5 hr/90 min) - pm session I 
1430-1445 - pm break 
1445-1615 – (1.5 hr/90 min)- pm session II 
1615-1630 – conclusion/ post test 
Total = 6.25 hrs or 6 CEUs 
 
Project outcomes  
By facilitation and practice of beginning improv techniques, participants will learn 
adaptability, i.e., to think creatively and spontaneously (“on their feet”), understand 
group dynamics, feel more comfortable within various groups, and become more self-
confident. 
• Practice the WE focus to make your partner look good  
• Learn Improv Vocabulary 
• Keep to the narrative thread 
• Accept and use input from coach   
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Appendix Q (page 3 of 6) 
First Five Rules of Improv* 
[“Out, out damned ego!” The other Scottish play, Act V scene i] 
1. No side-talk 
2. Commit 100% - Bring your best effort, don’t try to be “the best ” 
3. Follow directions 
4. Accept what you are offered 
5. DON’T try to be funny (The goal: be 100% “in the moment,” NOT to be funny or 
clever) 
Next Five Rules of Improv 
1. Listen actively (read non-verbal communication) 
2. Don’t plan what to say (be open)  
3. Make eye contact 
4. Say “yes, and…”  [use the ACE method :Accept, Continue, Elaborate] 
5. Don’t ask questions 
Always: Make your partner look good & speak loud enough so everyone can hear you! 
*Variations of these “Rules” are based upon various improv classes taken and the works 
of Spolin, Johnstone, and Gee&Gee 
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Appendix Q (page 4 of 6) 
Debriefing questions 
1. What emotions surfaced during that scene? 
2. What did you like about that scene? 
3. What did your partner do/say that supported you ? 
4. At any time during that scene, did you think you were not performing well?(i.e., 
you were “in your head” ) 
5. If so, what choices did you make as a result? 
6. What happened after you made a choice to “correct” your performance? 
7. Did that choice help or hinder your relationship to your partner? 
8. Did that choice help or hinder your ability to listen well? 
9. What were your lessons learned with this exercise?  
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Appendix Q (page 5 of 6) 
Improv Vocabulary* 
Word Definition 
Offer Anything your fellow improviser says or does on stage 
Endowment Any offer that further defines a person, place or thing (ie, a name, 
relationship,time of day, specific location, or object) 
 
Blocking Denying the offer made by saying “no” or asking a question that takes 
the offer off the table 
Driving Pre-thinking or forcing your own ideas.  
“Yes, and…” Accepting an offer and adding to it (this progresses the action/idea) 
Gossiping Speaking about anything not having to do with the present moment. 
Gagging Making a joke at the expense of the scene in order to make yourself 
look funny or cool 
Reincorporating  Resurrecting an earlier offer 
Waffling Making nebulous offers or not committing to a specific reaction. 
It’s Tuesday Over-accepting an offer 
*Variations of the vocabulary are based upon various classes and the works of Spolin, 
Johnstone, and Gee&Gee. 
 
  
 
IPC 
  
 
126 
Appendix Q (page 5 of 6) 
Improv Tips* 
• Pay attention! 
• Watch the action (onstage) at all times 
• Listen 
• Make eye-contact 
• Take the first offer- that’s what the story is all about 
• Stick to few elements to build the scene - too much is confusing 
• Make positive choices and statements 
• Be obvious/ ‘boring’ 
• Follow your instincts 
• Get personal - Conflict will arise naturally 
• Interact 
• Be changed - let your partner say something that changes you 
• Avoid agreed upon activities - find a reason to change them  
• Get into trouble - Go into that cave! 
• Move into the future 
• Take risks 
• Trust your gut 
• When in doubt, look back to history of the characters/place/thing 
*”Tips” based upon various improv classes and the works of Spolin, Johnstone, 
and Gee&Gee. 
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Appendix Q (page 6 of 6) 
LUCILE SALTER PACKARD CHILDREN’S HOSPITAL AT STANFORD 
Course -Yikes to Yippee: Improv to Improve Team Building, Patient Safety and Patient 
Satisfaction              Date: Sept. 11, 2013           Instructor name: Candy Campbell 
EVALUATION FORM 
Please rate the information presented on a scale of 1-4  (1=Poor Job, 2=Fair Job, 
3=Good Job, 4=Excellent) 
Instructor 1 2 3 4 
Organization of presentation     
Instructor’s mastery of subject/knowledgeable     
Instructor communicated well     
Utilization of teaching methods (audiovisuals and/or 
handouts) 
    
Questions answered to your satisfaction     
Adequacy of time to cover material     
How useful was the information in preparing you to take care 
of patients? 
    
How useful was the information in preparing you to work in 
teams? 
    
COMMENTS: 
Overall Course Evaluation Rating Comments 
The course objectives were met.   
The course was clearly presented.   
The course was presented in an 
interesting manner. 
  
The course increased your 
knowledge. 
  
How would you rate this course 
overall? 
  
Would you recommend this course?   
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Appendix R 
Project Market Analysis 
 
 
 
Figure 7. Based on Porter’s Five Forces Model of Competition (Porter, 1979 
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Appendix S 
IRB Protocol Exemption 
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Appendix T 
Letters sent by Admin, Kelly J. on my behalf to: Directors of RT, PT, OT,ST, MSW, 
Neonatology Depts.  (page 1 of 3) 
(This email, plus flier were sent to all Depts plus the Parent advocate group) 
Greetings,  ____________,  
The Doctoral process improvement seminar described below is aimed at all professionals 
[and members of the Parent Advocacy group] who work in the NICU/PICN. 
Would you please forward this message and flier to your staff? 
Thanks so much for your help in facilitating better interprofessional teamwork by 
learning together for fun and continuing education credits! 
Best regards, 
Candy Campbell,  
MSN-HCSM, RN, CNL 
****** 
SIGN UP on Healthstream for a day of learning like never before! 
We will utilize applications of applied improvisational skills to relax, open up, 
reduce fear, build on ideas, decrease negativity, cooperate, put ego aside, solve 
problems, work towards a common goal, learn a lot about the mechanisms of 
successful communication, and have a lot of fun! 
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WHO: Class size = 18 participants only 
WHAT: seminar/workshop - 6 CEUs offered for MDs, RNs, RTs, OTs, MSWs 
WHERE: Center for Nursing Excellence (CNE),  
4700 Bohannon, Room 102, Menlo Park, CA – free parking 
WHEN: Wed., Sept. 11, 2013 - 0800-1630 
NOTE: Lunch on your own  
 
LIMITED CLASS SIZE, SO SIGN UP NOW! 
Appendix T 
(page 2 of 3)  
 [The email letter I wrote that admin, Kelly J., sent to NICU/PICN Unit staff] 
HERE is where you SIGN UP for a day of learning like never before! 
Intentions: The interprofessional workshop in which you have elected to 
participate explores the fundamental principles and exercises of improvisational 
theater.  
We will utilize applications of applied improvisational skills to relax, open up, 
reduce fear, build on ideas, decrease negativity, cooperate, put ego aside, solve 
problems, work towards a common goal, learn a lot about the mechanisms of 
successful communication, and have a lot of fun! 
WHO: Class size = 20 participants only 
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WHAT: seminar/workshop - 6 CEUs offered for MDs, RNs, RTs, OTs, MSWs 
WHERE: Center for Nursing Excellence (CNE), 4700 Bohannon,  Room 102,  
Menlo Park, CA – free parking 
WHEN: Wed., Sept 11th, 2013 - 0800-1630 
NOTE: Lunch on your own 
REQUIRED: All participants will be required to complete a consent form 
(attached), a  pre- and post- seminar survey, as well as a 3-months-post survey.  
The pre-seminar survey MUST BE COMPLETED PRIOR THE CLASS OR 
YOU WILL NOT BE ALLOWED TO ATTEND (and you won’t want to miss it)! 
ALL information contained in any survey related to the Yikes to Yippee: Improv 
to Improve Team Building, Patient Safety and Patient Satisfaction workshop will 
be kept entirely anonymous.  
Completed survey results will be included in the author’s DNP project paper. 
As a preface, please also view this youtube video: 
http://www.youtube.com/watch?v=vJG698U2Mvo -  
Appendix T 
(page 3 of 3)  
(letter- con’t) 
The project is facilitated by USF DNP scholar, Candy Campbell.  
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[Please include the usual sign-up information table here, complete with email address, so 
we can send the pre- and post- surveys to all participants.  All of the info needs to be held 
for the CEU certificates, but will not be shown to me.] 
[Please attach the consent form to this page.] 
If you have questions, feel free to email the facilitator, Candy Campbell: 
cacampbell2@usfca.edu 
 
 
 
 
 
 
